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INTRODUCTION 


‘Public health nursing is a special field of nursing that combines the 
skills of nursing, public health and some phases of social assistance, and 
functions as part of the total public health programme for the promotion 
of health, the improvement of conditions in the . ocial and physical 
environment, rehabilitation, the prevention of illness and disability. It 
is concerned for the most part with care of well families and with non- 
hospitalized sick persons and their families, with particular groups of 
people, and with health problems that affect the community as a whole. 
Because of the traditionally close relationship between nurses and the 
families they tend, public health nursing frequently serves as the channel 
by which many other public health and community services are brought 
to the public.’’? 

Public health nursing, as thus defined by a WHO Expert Committee 
on Nursing, is much wider in scope than nursing in its traditional 
acceptation as the care of the sick. But not only has the scope of nursing 
widened; there has also been a great expansion of health services 
throughout the world, bringing with it an increased demand for nurses. 
The resulting shortage of nurses has made it essential to study the various 
functions of nursing, the categories of personnel needed to fulfil these 
functions, and the training that they should have. The papers collected 
here deal with public health nursing in various parts of the world in the 
light of this situation. 


1 Wld Hlth Org. techn. Rep. Ser., 1959, 167, 4. 


THE NURSING PROFESSION AND 
AUXILIARY PERSONNEL 


ESTHER LUCILE BROWN, Ph. D.* 


The years that have elapsed since the end of the Second World War 
and the creation of WHO have been characterized by a phenomenal 
growth of medical and health services throughout the world. This 
growth has been apparent both in countries that formerly had few such 
services and in those that were considered rich in medical and nuising 
personnel, hospitals, and health agencies. Those parts of the world 
where services had rarely extended far beyond a few large cities have 
consequently been faced with the acute problem of lack of trained 
personnel needed for expansion. Countries that had formerly been 
thought of as amply endowed with physicians, nurses, and schools of 
medicine and nursing have also experienced shortages of personnel, 
although to a less pronounced degree. 

Several causes are responsible for the situation in the more favoured 
countries: an unexpectedly large population growth, accompanied by 
an increasing proportion of older persons; the shifting of centres of 
population and the consequent development of hospitals and health 
services in places formerly underpopulated; the construction of additional 
and more complicated hospitals and health agencies in big cities; the 
development of specialized health services, councils for planning and 
administering health programmes, vast research undertakings, and 
enlarged staffs of professional associations; the growing complexity of 
medical treatment; the increased length of professional training; and 
heavy costs associated with the creation of additional university training 
centres. If, as a result of these and other causes, physicians and nurses 
are inadequate in number, dentists, occupational and physical therapists, 
medical social workers, recreational directors, dietitians, clinical psycho- 
logists, and other specialized personnel are in even scarcer supply, since 
sufficient provision had never been made for their recruitment and 
training. 


1 Executive Staff, Russell Sage Foundation, New York, USA. 
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Nursing is of central importance in the operation of hospitals and 
community health services, as well as in many public health services, 
some of which are almost exclusively operated by nurses and their 
assistants. So great is the prestige of the medical profession and so 
distinguished has been its historical contribution not only to medical 
practice and medical research but to the creation of health services, that 
insufficient attention has been given to the progressively larger role that 
nursing has come to play and apparently must play if the current world- 
wide expansion of health services is not to be checked. Even in countries 
where an appreciable increase in the number of physicians could be 
achieved in the next decade, the length and expense of professional 
education preclude reliance upon doctors for responsibilities that can 
equally well be assumed by other persons. As a result of this fact alone, 
nursing is being continuously faced with enlarged duties. 


Functions assumed by nurses 


In Western countries, where nursing has been iongest developed as a 
profession, by far the largest number of nurses are engaged in the bedside 
care of hospitalized patients, and, to a limited degree, of patients at 
home. In 1958 the United States reported 460000 active registered 
nurses, of whom over 60% were employed in hospitals. Nearly 
three-quarters of this latter group did general staff or private duty 
nursing.? 

Even in connection with bedside nursing, however, the public has 
little realization of the degree to which new drugs and surgical techniques, 
increasingly complex equipment and the delegation to nurses of proce- 
dures formerly done by physicians have increased the amount of work 
and required greater knowledge, skill, and judgement in general staff and 
private duty nurses. 

Nurses carry the responsibility for the organization and operation of 
the nursing services of hospitals, clinics, and health agencies. In the 
progressively larger and more complex institutions that characterize 
mid-century developments, administration and supervision are indispen- 
sable functions that require the full-time attention of growing numbers 
of nurses, many of whom are expected to have had educational prepara- 
tion beyond that provided by their basic school of nursing. 

At the head of the nursing service is a director and often one or more 
assistant directors. In large hospitals they may be responsible for a 
nursing staff of more than 1 000 persons, with a budget that far exceeds 
that for any other group of personnel. Supervisors are now found in 
all important hospitals and public health agencies in the United States. 


. Unless otherwise indicated statistics appearing in these pages have been taken from: American 
Nurses’ Association (1959) Facts about nursing, New York. 
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They are the director’s representatives, coordinate the nursing in the 
various parts of the institution, and attempt to give direct help to head 
nurses or to the staff members of public health agencies. Within the 
hospital head nurses are numerically the largest group of administrative 
and supervisory personnel. To them are given the essential tasks of 
allocating staff duties and planning the work of the ward or floor on a 
24-hour basis for 365 days in the year; of attempting to maintain a pleas- 
ant, therapeutic environment; of ensuring that the appropriate drugs, 
supplies, and equipment are at hand; of attending to reports and records; 
of maintaining daily contact with physicians, nursing supervisors, and 
relatives, as well as with ward staffs and patients; and of arranging with 
other services of the hospital for the treatment, tests, and examinations 
ordered by physicians. 

Although nursing management is an indispensable part of the 
operation of hospitals, as well as of the larger community health agencies, 
the public is little acquainted with its importance, and even physicians, 
other than those engaged in administration, are often unaware of the 
chaos that would result were these management functions to be reduced. 
Numerous hospitals and agencies are still suffering from grave inadequa- 
cies both in the amount and in the quality of administration and super- 
vision. Auxiliary personnel can take over some nursing duties ; but increase 
in their number, particularly if accompanied by an increase in the size 
of hospitals and in the complexity of medical care, will require a further 
appreciable strengthening of supervisory, and particularly teaching, 
functions. 

One of the promising developments of the twentieth century is the 
emphasis upon prevention of disease and accidents and protection of 
health. Nurses here play an important part. Many of them are 
concerned with health examinations, well-baby clinics, inoculations, 
vaccinations, and other methods of a preventive or protective nature. 
In countries where nurse-midwives carry responsibility for deliveries, 
they give advice about how the mother should care for herself and the 
baby. Even occupational health nurses who attend to minor injuries 
and visiting nurses who give bedside care in the home are expected to 
interest themselves in environmental health conditions or the overall 
health needs of the patient’s family. 

Regardless of what their other duties may be, public health nurses 
are supposed to act as health teachers. (Recently hospitals have also 
begun to place increased emphasis on the role of the institutional nurse 
as teacher). They may work directly with one patient, advising him 
about health matters or the care of his-disability; they may work with 
the mother of a small child or with a group of mothers or school teachers; 
they may counsel an entire family or some unit of factory employees; 
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they may teach preparation for childbirth and care of the new-born to 
classes of prospective mothers or mothers and fathers; they may be 
engaged in the preparation of health literature, film strips, or television 
programmes. Incountries where the existence of hospitals long antedated 
any considerable public health programmes, however, the development 
of public health nursing has frequently been retarded by the seemingly 
more immediate and dramatic needs of sick patients. Nurses employed 
in public health and occupational health in 1958 in the United States 
constituted only 10% of all active professional nurses. 

Nurses must also teach prospective nurses, practical nurses, and all 
auxiliary personnel who receive formal in-service preparation. Until 
recently schools of nursing, generally operated by hospitals, were almost 
the sole supply of nursing personnel in many of the developed countries. 
Such schools frequently required only small nursing faculties, since 
physicians were called upon to give medical lectures and much time was 
devoted to clinical work under the direction of head nurses or supervisors. 
Although the better hospital schools have greatly expanded their nursing 
faculties and improved the quality of their training, this system has 
proved inadequate for two distinct reasons. First, it has failed to produce 
the level of competence required for administration, supervision, teach- 
ing, and public health nursing. Hence professional education, generally 
under the auspices of universities, has been appearing as either a substitute 
for, or an extension of, hospital training. Secondly, so narrow has 
the selection of students been by sex and age, and so small its appeal to 
able young persons of either very straitened or highly favoured economic 
circumstances, that it has been unable to produce even sufficient numbers 
of bedside nurses to meet the rapidly expanding growth of hospitals. 
As a consequence, methods have had to be devised whereby additional 
personnel could be trained to act as assistants, through brief courses for 
practical nurses or through in-service training. 

This change in nursing education which is taking place in the USA 
at present has placed a heavy burden on the nursing profession. The 
profession is currently on the one hand attempting to make provision 
for the further training of a small proportion of nurses to become 
qualified members of university faculties; and on the other encouraging 
its members, preferably those with some teaching experience, to interest 
themselves in the relatively new field of preparing classroom material and 
instructing auxiliary nursing personnel. Simultaneously, efforts to raise 
the standard of teaching in the majority of the some 1 100 hospital schools 
have been stimulated by the desire of these schools for official recognition. 

In 1958, slightly under 3% of the nurses actively employed in the 
United States were engaged in teaching students of all kinds. It is 
obvious that the future of nursing in all countries similarly handicapped 
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will depend in no small measure on whether the group concerned with 
nursing education can be enlarged quickly and equipped better. 

Obviously, no profession whose functions are so diverse can raise 
its standards and be flexible enough to meet constantly changing demands 
unless educational material, planning, the evaluation of current under- 
takings, and experimental studies designed to improve nursing practices 
receive continuous attention. These are fields, particularly the last two, 
in which nursing—like other new professions—has moved ahead only 
slowly. The number of nurses in positions where they can devote any 
appreciable amount of time to general studies, research, and writing is 
small indeed. So clear has it now become in several countries, however, 
that far more knowledge of a factual, analytical, and interpretative 
nature is needed for planning and operating nursing services and nursing 
education that the proportion of nurses engaged in these tasks must be 
greatly increased. In countries where nursing is only beginning to 
develop, the most immediate need may be for an assessment of existing 
and potential nursing resources. In areas where nursing is supposedly 
well advanced, the most pressing need may be for studies of the psycho- 
logical needs of patients, and of the degree to which those needs can be 
met by nursing or by the efforts of closely knit therapeutic teams represent- 
ing several professional groups. 


Wasteful use of nurses 


It appears obvious that the importance of the functions they have 
to fulfil necessitates the immediate upgrading of all nurses to the level of 
their maximum competence. There is an urgent demand for those who 
can directly assess patient needs and plan and coordinate nursing care, 
whether in the hospital or the home; who can offer health guidance both 
to the sick and the well, and prepare prospective nursing personnel 
through teaching; who can supervise staffs and administer programmes, 
be they in the community or in the hospital; and who can advance the 
usefulness and competence of the profession by consultation, writing, 
research, and leadership in professional associations. Society can ill 
afford, therefore, to permit nurses (any more than physicians) to engage 
in duties that other persons can be trained to do as well. 

Hospitals have made great progress in the past generation in freeing 
nurses from many routine tasks. Advances have been primarily of two 
kinds: those achieved through changes of an organizational and environ- 
mental nature, and those accomplished by introducing auxiliary personnel. 


1 It is for this reason that the function of office nurse was intentionally omitted from the five 
categories outlined in the preceding section. Ina recent year, the USA had some 37 000 nurses employed 
in doctors’ offices. Many like such employment because of the regular daytime hours and the fact 
that the work is relatively easy. As most offices are now organized, however, they do not promote the 
continued development of the nurse, and what is required could be done in many instances either by 
practical nurses or by alert and interested women trained on the job. 
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Many housekeeping duties, including the serving of meals, that were 
formerly considered part of the nurse’s daily work, have been removed 
from the nursing service and assigned to other departments of the hospital. 
A central supply unit, generally under the supervision of one nurse, 
relieves both wards and operating rooms of the time-consuming jobs of 
cleaning and sterilizing equipment and of preparing supplies and equip- 
ment for future use. Introduction of electric dumb-waiters, escalators, 
and tubes, as well as of a messenger service, has greatly reduced the time 
that nurses or their assistants need to spend away from the ward. Recov- 
ery rooms for patients who have undergone surgery and current plans 
for “progressive patient care’’ are attempts, through alterations in the 
physical setting and in patterns of staffing, to utilize both hospital 
facilities and personnel more advantageously. 

The use of auxiliary personnel has been phenomenally enlarged. 
General hospitals that formerly employed a few orderlies and ward maids 
now tend to have about equal proportions of nurses and nursing assist- 
ants. Practical nurses with at least one year of training are greatly 
desired because they can assume many nursing responsibilities. Their 
number is growing but is still too limited to permit the average hospital 
to recruit nearly all it would like. Nursing aides or attendants who 
receive varying amounts of in-service training have, therefore, been 
introduced in progressively larger ratios to provide more routine patient 
care. In 1956 the USA was reported to have roughly 379 000 auxiliary 
nursing personnel working in hospitals. Some 71000 of these were 
practical nurses; the others were classified as attendants, nursing aides, 
orderlies, and ward maids. 

Particularly helpful has been the employment in recent years of ward 
secretaries or floor clerks who can attend to innumerable details connected 
chiefly with the work that centres around the nursing station. They 
have proved so valuable that several times the present number of 11 000 
employed in the USA could be profitably used. 

All of these changes have greatly altered the nursing picture. A 
pattern has been evolving whereby nurses in head nurse and staff positions 
are concerning themselves to a larger degree with responsibilities delegated 
to them by physicians, with planning for and supervising the activities 
of nursing teams composed in considerable part of auxiliary personnel, 
and with carrying out procedures where a high degree of skill and 
judgement is required. 

In spite of this fact, conditions remain generally unsatisfactory, for 
reasons that must be examined because of their direct bearing upon the 
effective use of auxiliary personnel as well as upon the quality of patient 
care. The first reason is that many hospitals have not yet begun to 
explore systematically what changes might be made to eliminate the 
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wasteful use of the nurse’s time. Even where routine duties have 
supposedly been reassigned to others, one can still see nurses writing 
notes that could be more quickly dictated, answering unimportant 
telephone calls, ordering routine supplies, and dispensing not only the 
dangerous drugs but simple medications like aspirin. Hospitals that 
have moved the farthest in relieving nurses of unnecessary duties can 
still do much more. Recent experiments have demonstrated, for 
example, that carefully selected attendants can be trained to ‘“‘scrub’’ 
for the operating room and to carry out many procedures in the recovery 
room under supervision where formerly nurses were considered indis- 
pensable. On the basis of experience some nursing directors conclude 
that they would prefer using an attendant whom their staff had selected 
and trained rather than engage a nurse the quality of whose training 
and practice they did not know. 

In many institutions where appreciable changes have been introduced 
on the wards or floors, the offices of the chief administrative and super- 
visory nurses are operated with the limitations of space, facilities, and 
specialized office staff characteristic of a generation ago. How can 
persons in positions of large responsibility give attention to broad overall 
planning when so much of their time is spent in work that could be more 
effectively done by expert secretaries and clerks and by persons skilled 
in preparing statistical data or promotional literature? The fact that 
hospitals would often have to pay more for such specialized assistance 
than they are now paying to nurses has been one reason for the continued 
limitations. 


Uneven distribution of nurses 


A second and more important factor that militates against the 
effective use of auxiliary personnel and the providing of better patient 
care is the exceedingly unfortunate distribution of nurses among the 
various types of hospitals. Some countries have succeeded in staffing 
their institutions for long-term care of patients far more successfully than 
has the USA. Here only 10% of all nurses working in hospitals are to 
be found in psychiatric, tuberculosis, and “‘chronic and convalescent’’ 
institutions, which, however, maintain over 50% of all beds. The table 
on page 17 clearly demonstrates not only differences in the proportionate 
number of nurses employed in long-term as against general hospitals, 
but indicates how those in “‘chronic disease’’ institutions are preponder- 
antly in administrative, supervisory, and teaching positions, while direct 
patient care is largely in the hands of unassisted auxiliary personnel. 

The situation is least acute in the federal hospitals operated by the 
Veterans Administration. Thanks to favourable salary schedules and 
working conditions, active recruiting, and progressive administrative 
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policies, nurses have been attracted with relative ease. They are generally 
sufficient in number and adequately trained to permit sound planning 
and administration of the nursing service, good supervision of auxiliary 
personnel (whose ratio to nurses is about four to one), and substantial 
in-service instruction of attendants as well as orientation of new nurses. 
The situation is most acute in state mental hospitals where, until recently, 
a mere handful of nurses—often with little special preparation for 
psychiatric nursing—provided a modicum of supervision and teaching 
for perhaps hundreds of attendants. 


This difficulty stems in part from the fact that hospital schools of 
nursing exist almost exclusively in general hospitals, which are primarily 
interested in training nurses to handle acute physical illness. Such 
schools have given their students little comprehensive understanding of 
the needs of other types of institutions or of the health services generally. 
Conditions in the majority of long-term hospitals, furthermore, do not 
encourage recruitment of nurses. These institutions are generally large, 
often non-functional, and geographically isolated. Prestige and salaries 
tend to be low, and patient care is of necessity largely in the hands of 
such attendants as can be found. Hence, except for nurses and aides 
who have a sense of mission to improve the lot of the elderly and the 
chronically ill, few persons have willingly chosen a career in them. 

The picture begins to be brighter, but as yet the pattern of staffing 
the country over has been only slightly modified when compared with 
estimates of what would constitute adequate staffing. In an appreciable 
number of states where public pressure for improvement of’ mental 
hospitals is being felt, financial appropriations are larger and progressively 
include funds for the training of professional personnel. The number 
of psychiatrists connected with these hospitals is slowly increasing, and 
institutions of from 1 800 to 3000 or more beds that formerly had 10 or 
12 nurses may now have 40 or 50. Realization is growing, moreover, 
that ways must be found to transform the almost static atmosphere of 
large mental hospitals into something more dynamic if change is to be 
promoted. 


Lack of a basic philosophy of integrated nursing care 


Fundamental to changes profound enough to alleviate nursing 
shortages, open the door to effective use of auxiliary personnel, and greatly 
improve patient care is the need for a philosophy of nursing that is 
broader in scope and sharper in definition than any as yet fully envisaged. 
What are appropriate roles for nurses, for nursing assistants? How can 


* See Ivan Belknap (1956) Human problems of a state mental hospital, New York. This sociological 
study, designed to show how the social organization of a mental hospital can hinder treatment. provides 
a picture of the level of patient care that until recently was typical of most state mental hospitals in 
the United States. 
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those roles be coordinated to provide integrated patient care of good 
quality? How can dynamic nursing programmes be developed and 
maintained that will meet the needs of various kinds of hospitals ? 

Most nurses have been trained to give competent and often excellent 
technical care to patients. Although schools of nursing indoctrinate 
their students with the importance of ‘‘meeting the total needs of patients’”’ 
‘‘treating the patient as a total person and not a disease entity,’’ or 
*“‘considering the psychological needs of patients,’ they have done little 
in teaching students how to carry out these functions. Specific training 
in listening to patients, talking to them, advising them—skills of a high 
order of importance if psychological needs are to be met—are only now 
beginning to receive serious attention. Although many schools are 
providing students with some practice in acting as the leader of a ward 
nursing team, little examination is given to psychological principles that 
could be used to raise the competence and incentive of all team members, 
particularly nursing assistants. 

Hence, the majority of nurses come to their job prepared primarily 
for technical functions. But many of these functions are the very ones 
that auxiliary personnel can be prepared quickly to do with equal 
competence. To make matters worse, patients sometimes show prefer- 
ence for attention from nursing assistants whom they may find warmer 
in personality and more spontaneous in manner. The result is often 
great insecurity for those nurses who perceive themselves as being 
deprived of much of their role. Like all insecure persons they tend to 
respond by disliking the usurpers. They manifest their dislike perhaps 
by over-emphasis on their higher status, by refusal to relinquish certain 
duties from which they could be freed, by giving assistants praise and 
recognition much too rarely. Frequently they complain of the lack of 
interest and the rapid turnover of auxiliary personnel. They find it 
difficult to view assistants as a permanent, potentially important part of 
nursing, whose interest could be increased and whose turnover perhaps 
greatly decreased if the social environment were changed. As a conse- 
quence, no general philosophy has yet permeated the nursing profession, 
or been adequately interpreted to the public, that emphasizes auxiliary 
personnel as a truly integral part of nursing service. 

Were it not for psychological resistance, nurses could draw more 
heavily on the experience of other groups to help them in their solution 
of shortages. The demand for professional engineers and physical 
scientists, for example, far exceeds the available supply. Hence, many 
industrial corporations expend large sums of money on their own educa- 
tional programmes. Employees who could not afford to attend even 
relatively inexpensive technical institutes are trained on the job to relieve 
the professional staff of the less complicated tasks, and may have an 
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opportunity to advance level by level through a continuing educational 
plan. In-service training may also be provided to scientists with higher 
degrees who need further preparation for applied research in some 
specialized field such as nuclear physics. No progressive industry would 
be likely to permit underproduction to continue because of insufficient 
numbers of prepared persons, if the problem could be solved through the 
initiation of training and advancement of workers. 

Quite as important for hospitals and the health services as the 
question of numerical shortages is that of what makes people want to 
work. Anyone who has had the opportunity to walk the floors of all 
kinds of hospitals across the USA is likely to be depressed by the large 
numbers of auxiliary personnel and occasionally also of nurses, particu- 
larly in long-term institutions, who are obviously so uninterested in their 
work or so physically fatigued that they appear unwilling or unable to 
expend more than the minimum of energy. In many hospitals where 
patient care is far from satisfactory, the objective observer would probably 
conclude that the difficulty lies not in lack of personnel so much as in 
lack of interest or in fatigue stemming primarily from frustration. Yet 
in commenting on the situation administrative and supervisory nurses 
will almost invariably repeat the same statement, “If we had more 
nursing staff we could give better patient care.’’ Only rarely do they 
explore the problem of what could be done, except perhaps through 
improving salaries and privileges, that would cause employees to want 
to make more of a psychological investment in their work. 

For some 40 years now social scientists have been studying questions 
directly related to this problem. Their studies led them to the formula, 
“success equals aptitude x incentive.’’ Further examination has convinced 
them that, important as is aptitude, incentive is perhaps even more im- 
portant. Many of these experimental studies have been undertaken in 
industries where management was interested in any improvement in 
workers’ morale that might result in increased productivity. Attempts 
by social scientists to change incentive have usually rested on a few 
relatively simple psychological theories that are generally applicable to 
the staffs of hospitals and the larger health agencies. 

A first theory is that although wages and working conditions may 
be significant determinants of recruitment of workers and rate of turnover, 
they are relatively unimportant as stimulants to morale. Pride and 
achievement in work, on the other hand, are strong positive incentives. 
Recognition of achievement by the members of one’s own work group 
and also by persons higher in the organizational structure, such as the 


1 Brown, J.A.C. (1958) The social psychology of industry: human relations in the factory, Harmonds- 
worth, Penguin Books. This concise, well-written book by a British psychiatrist discusses these experi- 
ments and their underlying theories in a manner useful to health organizations. 
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foreman (head nurse or ward physician), is a powerful factor in increased 
incentive. 

Well-integrated small groups with considerable “‘socializing’’ are 
highly valuable in providing the worker with the sense of “‘belonging”’ 
that is essential to incentive. Most workers on the staff level cannot 
identify themselves with the broad, overall goals of large institutions 
and hence fail to gain a sense of belonging from that source. The ward 
staff unit of many hospitals happily provides a natural grouping around 
the work situation that can often be developed into a warm supporting 
social group, provided that its members are not subject to frequent 
rotation or transfer to other wards. 

Communications, including orders that are clear, not contradictory, 
not too frequent or too infrequent, and are transmitted to all persons 
involved on all work shifts, tend to give the employee a sense of direction 
and keep him from much unnecessary frustration. Guided group 
decision, however, is considered by many social scientists as better than 
orders for accomplishing change with the minimum of resistance and 
the maximum likelihood that the desired change will really be effected. 
Solicitation by members of the work group, and particularly by persons 
in positions of larger authority, of the worker’s observations, his analysis 
of the situation, and his suggestions for improvement, contributes potently 
to incentive. Such solicitation can also be used as one of many methods 
for promoting the continuous growth of competence among workers. 

Opportunity for verbal expression of anxieties and frustration is 
perhaps more important in hospitals than in most work situations. Free 
expression in supportive group meetings often appears to reduce discom- 
fort sufficiently to permit personnel to establish relationships with 
patients or to initiate undertakings that would otherwise be impossible. 

In recent years a few social scientists have interested themselves in 
how morale might be improved in hospitals, particularly psychiatric 
institutions. Some have concluded that hospitals were so conservative 
and uninformed about the nature of change that might be psychologically 
induced that they preferred to continue their associations with industry. 
However, ideas drawn from the social sciences and interpreted largely 
through books and courses on human relations or interpersonal relations 
are slowly beginning to permeate hospitals and are being successfully 
used in practical ways, as will be seen in the next section. 

The point must nevertheless be emphasized that the nursing profession 
as a whole has as yet made no concerted effort to consider how these 
ideas might be translated into experiments in increasing the effectiveness 
of auxiliary personnel and decreasing their turnover. It has focused 
attention upon better selection of assistants, in-service training, and 
supervision as methods for improving competence. Thus it has worked 
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primarily with the factor of aptitude expressed in the preceding formula, 
and neglected the at least equally important factor of incentive. Although 
it is seeking through a diversity of educational means to upgrade nurses 
and prepare them for more diversified functions, it has no other clearly 
formulated programme for trying to alleviate the insecurity of those 
staff nurses who would feel threatened by any further expansion of the 
role of auxiliary personnel. Unless the attitudes of such nurses can be 
appreciably changed, efforts to improve incentive would be doomed in 
advance. 


Training of auxiliary nursing personnel 


Were it not for the fact that the utilization of nursing assistants was 
long viewed as a temporary expedient and is even now accepted reluc- 
tantly in many places, plans for training programmes would undoubtedly 
have been begun earlier and pursued with more zeal. 


Training of practical nurses. Thanks in no small measure to the 
vigilant efforts of the National Association for Practical Nurse Education 
and Service and the federal and state agencies sponsoring vocational 
training, appreciable and consistent progress is now being made in 
developing a system for training practical nurses (or vocational nurses as 
they are called in some places). Some 650 state-approved programmes, 
generally one year in length, are currently in operation in the USA. 
They are under a variety of auspices, predominantly vocational public 
schools and hospitals. Although admission requirements differ, 
completion of 2 years of secondary education is a frequent prerequisite. 
Training consists of approximately 4 months of classroom and laboratory 
instruction, followed by 8 months of supervised practice in hospitals and 
sometimes also in private or nursing homes. 

The subjects studied concentrate particularly on body structure and 
function (simple anatomy and physiology), conditions of illness, nutrition, 
medical and surgical nursing, and the care of mothers and children. 
The period of clinical practice provides opportunity for the practical 
nurse to develop skill in many nursing treatments, in administering 
simple medications, observing and recording patient reactions, learning 
about solutions and surgical supplies, and planning balanced meals. 

Schools, and particularly specialized hospitals, are currently being 
encouraged to offer an additional 3 to 6 months of instruction and 
practice in a particular field such as mental diseases, tuberculosis, cancer, 
premature babies, operating room or delivery room technique. A 
programme of study has also been devised by the National Association 
whereby it hopes that instruction can be given to at least a proportion of 
the some 200000 untrained practical nurses who originally received licences 
to practice on the basis of experience rather than formal preparation. 
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Training for practical nurses is obviously an attempt to broaden the 
base of recruitment for nursing. Most schools admit students between 
the ages of 18 and 50, and many, particularly those in specialized hospi- 
tals, welcome men as well as women. Some programmes within the 
public educational system are attempting to recruit men who have 
already worked as nursing assistants during their military service, while 
a few hospitals view the schools they have established as a means for the 
upgrading of selected aides and attendants, whether men or women. 
Practical nursing makes an effective appeal to many persons who cannot 
afford to attend a three-year hospital school, to say nothing of a university 
school. Expenses are relatively small. Schools operated by hospitals 
frequently make no charge, but instead pay some minimum wage during 
training. Although this form of training precludes applicants who 
cannot afford at least the temporary loss of full earnings, it is well within 
the financial resources of a large segment of the population. 

Regardless of the fact that schools are still very uneven in quality, 
they have clearly demonstrated that it is possible to train women and 
men for direct nursing care who bring considerable knowledge, skill, 
and drive to their work. It was assumed originally that practical nurses 
would be trained to care for subacute, convalescent, and chronic patients, 
and hence would be particularly useful in reducing the pronounced 
shortages in long-term hospitals, nursing homes, and patients’ private 
homes. Acute general hospitals, however, are also recruiting them 
extensively to work as members of nursingteams. Doctors, public health 
agencies, and industries are using their services in varying degrees. 
Hence it appears obvious that programmes for practical nursing need 
to be further developed on a carefully planned basis as rapidly as possible, 
and enrolment in many of the schools greatly expanded. 


Training of nursing aides. The training of nursing aides (including 
persons designated as attendants, orderlies, and nursing assistants) has 
not evolved in any such systematic way. As has been noted earlier, 
hospitals have been reluctant to examine their responsibility for attempt- 
ing to guarantee the quantity and quality of nursing care needed on 
various levels through the initiation of programmes of in-service educa- 
tion. Training of nursing aides through a brief course, sometimes of 
as much as 3 months, that combines classroom instruction and supervised 
practice is at last becoming commoner in hospitals, but has yet to be 
introduced in the majority of some 9000 nursing homes, many of which 
urgently need to provide better patient care. 

During the past few years, published teaching materials have been 
made available, thus relieving nurses in each hospital from having to 
prepare their own. A relatively early publication, which will serve to 
indicate the subjects generally covered, is the Handbook for nursing aides 
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in hospitals.1 It was prepared with great care, excellent illustrative 
drawings, and an accompanying instructor’s guide. The first section 
of this book deals with the arrangement of the patient’s unit; serving 
trays, feeding patients, and measuring fluid intake; giving bed-pan and 
urinal, measuring output, and collecting specimens; moving patients; 
morning, afternoon, and evening care; care of hospital equipment; use 
of special comfort and safety measures; helping with admission and 
discharge of patients. The second section covers treatments; tempera- 
ture, pulse, and respiration; pre-operative and post-operative care; 
isolation technique; care of the baby; and care of the mother. 

The method of teaching described in this handbook is known in 
industry as the rapid training method. It is designed to help workers 
develop a high degree of competence in a limited field in a brief period 
of time. Some groups can cover the material more rapidly than others, 
depending on the size of the group, the general level of aptitude, and the 
quality of the teaching. When the Division of Nursing Resources 
tried out the method on a small pilot group, 60 hours were required for 
the two sections, including class time given to d .monstrations and 
repeating of the demonstrations by the students. Note should be made of 
the fact that the course is entirely procedural in content. Aides are taught 
to do a variety of tasks without being given the reasons for doing them. 

This particular book has had very considerable influence on the 
training of nursing assistants, in large part because of the active interest 
shown by the National League for Nursing. The League ran 27 special 
institutes in which it taught nearly 250 nurses, who were to be teacher- 
trainers, how to train other nurses to use the material. These teacher- 
trainers then conducted 500 workshops to train some 3700 nursing-aide 
instructors. Particularly interesting is the fact that the handbook has 
been adopted for use in Puerto Rico and in Pakistan. Recently the 
Division of Nursing Resources has completed a companion book for 
the teaching of aides in nursing homes. 


Other efforts to improve the effectiveness of auxiliary personnel 


Organized attempts to raise the level of competence and the interest 
of auxiliary personnel through supplementary methods have been much 
fewer. Although not specifically designed to achieve this goal, but rather 
to utilize all ward nursing resources more effectively, the nursing team 
has proved capable of producing favorable results with auxiliary person- 
nel. Where this form of nursing has been introduced, a staff nurse— 
trained as a team leader—carries responsibility for planning the nursing 
care of a designated group of patients and for allocating and supervising 


* US Public Health Service, Division of Nursing Resources (1953) Handbook for nursing aides 
in hospitals, Chicago, American Hospital Association. 
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the work of her team members (who may be other staff nurses, students, 
practical nurses, or aides). The size and constitution of the team depend 
upon the type of illness of the patients and the staffing pattern of the 
hospital. The average team is probably from 3 to 5 persons. 

How the nurse leader views and carries out her role determines to 
no inconsiderable degree the skill and satisfaction with which the team 
members perform their tasks. When she provides an opportunity for 
group discussion of patients’ needs and ways of meeting them, and when 
she uses a daily meeting for teaching purposes, for encouraging greater 
interest in the patients as persons, and for permitting expression of 
worries and frustrations, the result is generally better co-ordinated and 
intelligent nursing and staff interest and pride in accomplishment. 
Even if the nurse leader knows nothing of the theory of small groups, 
she is working through a small group that can give its members a chance 
to get to know each other well, gain respect for one another, and give 
each other psychological support. Under such circumstances, it is 
readily possible for auxiliary personnel to feel that they are true members 
of an important joint effort, and not merely persons who have been 
engaged to do the most routine and unpleasant work. 

In a growing number of individual hospitals, particularly small 
teaching and research psychiatric hospitals, the question of the develop- 
ment and incentive of all staff including auxiliary personnel is receiving 
specific attention. The Boston Psychopathic Hospital (now known as 
the Massachusetts Mental Health Center) will serve as an illustration. 
A book written in 1955 devotes two chapters to the development of the 
“therapeutic potential’’ of personnel in that institution. These chapters 
review the wealth of provisions that had been cumulatively created for 
the express purpose of helping all employees not only to become more 
effective staff members but to feel that they were considered essential to 
the institution. These provisions ranged from a common dining room 
and coffee-hour discussions of general problems of living that were open 
to the entire staff to weekly meetings of the whole staff for consideration 
of questions of patient management and improvement of the hospital 
environment. Included were psychodrama sessions designed to deepen 
insight into patients’ suffering. For some five years the assistant super- 
intendent also conducted a weekly meeting for any attendants wishing 
to talk over problems associated with their care of patients. The results 
of this specific undertaking were summarized in the book as follows: 

In the opinion of those responsible for the meetings appreciable learning and 


emotional growth have come from the opportunity furnished attendants to unburden 
conflicts about discharge of duties; understand the dynamics behind the behavior 


* Greenblatt, M., York, R. H. & Brown, E. L. (1955) From custodia! to therapeutic patient care 
in mental hospitals, New York, Russell Sage Foundation. 
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of patients; realize their own relationship to individual patients and how this relation- 
ship may create problems; achieve the feeling of being more fully accepted by their 
peers and authority figures; and gain satisfaction from improved motivation and 
effectiveness in caring for the mentally ill. 


From these weekly sessions with nursing assistants evolved a manual 
for psychiatric hospital personnel? which has been considerably used 
in mental hospitals and has undoubtedly done much to raise the self- 
respect of the nursing assistants. 

The Veterans Administration hospitals must be specifically noted 
because they reflect a nation-wide attempt to upgrade the competence 
and interest of auxiliary personnel through planned use of social-psycho- 
logical knowledge. These 170 institutions, providing general medical 
and surgical, predominantly neuropsychiatric, or predominantly tuber- 
culosis, services, represent the only large system of hospitals in the United 
States under one unified direction. Although each has very appreciable 
autonomy and is strongly encouraged to develop programmes of its 
own, the studies and overall planning done by the Central Office in 
Washington and the seven Area Offices, together with the advisory 
assistance they provide, have greatly helped to establish some uniformity 
in the level of patient care. This has been of particular value in those 
parts of the country that are less advanced in medical and nursing prac- 
tices or in the systematic use of concepts drawn from the social sciences. 

In spite of the fact that these hospitals, as we have seen, are able to 
recruit nurses with relative ease, the maximum number that each institu- 
tion may employ is determined periodically. Since this number is not 
nearly enough to provide adequate care and since much emphasis is 
placed on good patient care, all persons concerned with nursing, whether 
in the Central or Area Offices or in individual hospitals, are obliged to 
give careful examination to how such care can be furnished.” Very 
recently practical nurses have become sufficiently numerous to warrant 
adoption of a policy for their employment. Previously, all auxiliary 
personnel utilized were prepared for their work exclusively through 
in-service training, and the great majority are still prepared in this way. 
Therefore, each hospital has an educational department, the head of 
which is a nurse generally well qualified to develop programmes, teach, 
and give guidance to her assistants. In addition to offering in-service 
training, this department frequently has responsibility for orienting new 
nurses to the philosophy and practices of the Veterans Administration, 
and for providing varied opportunities for the continued growth of the 
nursing staff as a whole. 


1 Hyde, R. W. (1955) Experiencing the patient’s day, New York, Putnam. 


* On December 31, 1959, the Veterans Administration was employing approximately 15 000 nurses 
and 29 000 nursing assistants. About 1200 of the latter were practical nurses. 
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A consistent effort has been made to encourage these educational 
directors to build their training programmes on the foundation of current 
social-psychological concepts. Particular emphasis has been placed 
upon viewing aides as an integral part of the nursing service and not asa 
separate group on a lower status level. Thus, in 1955 when the Central 
Office prepared its new programme guide for basic instruction of aides, 
it wrote, ‘“‘The best possible utilization of the hospital aide depends upon 
sound training to prepare him to carry out the broader responsibilities 
delegated to him as a participating team member in the care of patients. 
The extent to which he feels secure and receives recognition in his role 
as a team member will directly influence his contribution to group 
planning of patient care.’’ Elsewhere it noted that the trainee “‘has 
an immediate need to be recognized and respected as an individual and 
to identify his role as a team member. His concept of this role and its 
desirability will be created through the attitudes, appreciations, and 
expectations of professional nurses, aides, and all others with whom he 
works and learns his job.“ 

The programme guide asserted further that a rapid transition is 
occurring in nursing, roles are changing, and teaching programmes 
need reappraisal. It recommended, therefore, that training highlight the 
significance of attitudes and appreciation; demonstrate the skills of 
interpersonal communication as they relate to patients, their families, 
and co-workers; emphasize group planning in providing individual 
patient care; promote the use of clinical teaching techniques to provide 
patient-centred care; introduce the aide to his role in patient education 
as it relates to the prevention of illness and rehabilitation of the patient 
for daily living; define the aide’s contribution to the continuing develop- 
ment of a therapeutic environment for the patient in his daily living; 
and stimulate the aide’s participation in motivating the patient to become 
self-directive in fulfilling his own health needs. ) 

The first teaching unit suggested to the instructor that discussion and 
guidance will help the aide adjust satisfactorily if they are directed 
toward creating a feeling of his belonging to the hospital staff; inspiring 
him to do the best job possible; helping him recognize his potentialities; 
stimulating interest in his work; assuring him of help with his personal 
and work problems; helping him derive personal satisfaction from his 
job; and satisfying his desire to learn how illnesses are treated. 

Certainly the degree to which this psychologically based orientation 
to the aide, his role, and his motivation is achieved differs greatly from 
hospital to hospital within the Veterans Administration system. Unques- 
tionably, it always falls short of what might be desired. These hospitals, 
nevertheless, have given a remarkable demonstration of how truly 
indispensable are nursing assistants, and how relatively good patient 
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care can be even in some institutions where their ratio to nurses is high. 
Particularly interesting are the many spontaneous comments the visitor 
hears, whether from directors of nursing, supervisors, or head nurses, 
to the effect that their nursing assistants are “‘excellent’’. 

Even more convincing is the visible evidence of recognition given 
them. Few inter-hospital conferences concerned with general improve- 
ment of patient care would probably be held today without some provision 
being made by the host hospital for its own aides to attend as well as all 
categories of professionally trained staff; if reports are given at these 
meetings about ways in which various groups are seeking to improve 
care, the aides may also be asked to report. Selected assistants are now 
beginning to have at least a limited opportunity to attend meetings in 
other than their own hospital, a privilege formerly available only to 
persons in supposedly more important positions. Especially instructive 
are the occasional social hours (at which refreshments are served), that 
suggest to the nursing assistants that they are participants in the social 
as well as in the working life of the hospital. The symbolic significance 
of these occasions is particularly noteworthy in those parts of the country 
where auxiliary personnel are predominantly Negro and where these gre- 
gation of Negro and white persons is still the customary pattern. 

Although nurses have logically carried the major responsibility for 
attempting to make auxiliary personnel an integral part of nursing 
service and of the social system of the hospital as a whole, much support, 
direct help, and frequently creative suggestions have come from other 
groups, particularly physicians and clinical psychologists. The writer 
recalls the positive manner in which the director of one hospital asserted 
that with an annual turnover among the nursing assistants of only 20% 
his hospital could well afford to invest money in their training and upgrad- 
ing. Another director became so interested in nursing functions and 
roles that he wrote a thesis on the subject for the graduate programme 
in hospital administration in which he was enrolled. It did much to 
stimulate early consideration of the desirability of employing practical 
nurses wherever possible or of establishing schools of practical nursing 
within psychiatric hospitals that had qualified nurse educators. 

On neuropsychiatric services it is not uncustomary for psychiatrists 
or clinical psychologists to conduct meetings for nurses, aides, or the 
total nursing staff of a unit where free discussion is encouraged. Thus, 
self-confidence is often strengthened, insight into patients’ problems 
deepened, morale and productivity increased, and knowledge broadened. 
Some of the research carried out by clinical psychologists has been of 
direct benefit in better coordination of nursing roles. Recently a 
psychologist with excellent ability in research has undertaken a bold 
experiment in a psychiatric institution where many of the patients have 


28 ASPECTS OF PUBLIC HEALTH NURSING 


been hospitalized for years. It is designed to test the potential of the 
nursing aide as a “key rehabilitation person’’. On the selected research 
units direct contact with patients is planned to be predominantly in the 
hands of auxiliary personnel, while the professional staff is to be concerned 
with actively supporting the aides and helping them with their growth 
and development. The very fact that such an experiment could be 
initiated is evidence of the distance travelled in breaking down the hierar- 
chically rigid social system that has characterized hospitals generally. 


Training of Navajo Indian health workers 


So much of this paper has been concerned with hospitals that some- 
thing must be said about auxiliary nursing personnel in connection with 
community health services. In the brief space available, no attempt 
will be made to review the history of their gradual introduction into 
public health agencies. Instead, we wish to describe an experimental 
programme in training and using Indian health workers to assist with a 
medical and health project on the Navajo Reservation in the southwestern 
part of the USA.? 

This choice was decided upon for two quite different reasons. First, 
the unusual circumstances under which this experiment was begun have 
stimulated fresh reconsideration of what persons with limited education 
can be trained to do, and what is involved in such training. The project 
set up on the Reservation required that new ways be found to offer 
curative and preventive services to a population group, many of whom 
did not speak English, who adhered to strong family and religious patterns 
that influenced health beliefs and customs, and who made use of their 
own “‘medicine men’’ as well as of scientific medicine. In addition, the 
very strangeness of the vast desert of high mesas, canyons, and sparsely 
settled plains where sheep grazed almost demanded a break with many 
of the practices, assumptions, and attitudes characteristic of health 
agencies in urban centres. The experimental project is instructive for a 
second reason. The experience gained in the training and use of Navajo 
health workers highlights a wide variety of questions and problems 
encountered by professional persons who attempt to introduce services 
into a cultural setting very different from their own. 

Before discussing the health workers further a brief introduction to 
the project is necessary. In 1955 the Department of Public Health and 
Preventive Medicine of Cornell University Medical Center established 
a medical clinic in an isolated part of the Navajo Reservation, designed 
to serve some 2000 people living in log and mud “‘hogans’”’ scattered over 
800 square miles. The Department wished to discover what would be 


1 Much of the a of this section a ee been taken from Loughlin, B. W. & Mansell, E. (1959) 
Nurs. Times, 55, 13 
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an appropriate programme, acceptable to the Indians, in a region where 
almost half the deaths occur in children under one year of age; the mater- 
nal death rate is relatively high; tuberculosis, influenza, and measles with 
serious secondary complications flourish, although largely under control 
in the USA as a whole; and “congenital’’ dislocation of the hip is 
frequent but is regarded as almost more of a blessing than a disability. 

The simple building constructed for the medical clinic is well equipped 
with an X-ray and fluoroscope, modern clinical laboratory, examining 
rooms, provision for minor surgery, offices, clerical and records section, 
and waiting rooms. Attendance has been surprisingly high ever since 
the clinic was opened. Some 600 patients come to it monthly although 
roads are generally very poor, means of transport inadequate, and 
distances great. 

The resident professional staff, who live in trailers set close to the 
clinic, are composed primarily of white persons, some of whom had 
already had a considerable knowledge of Navajo culture, while others 
had never seen anything even faintly suggestive of the desert or the Indian 
way of life. Generally 2 physicians, 3 public health nurses, and an 
anthropologist constitute the white staff in residence. Several members 
of the Cornell University faculty in New York City make frequent 
visits, thus assisting with overall planning and administration and with 
the writing and research that is done at their home base. The Navajo 
staff of perhaps 8 persons are employed in a variety of capacities ranging 
from maintenance to laboratory work or act as project or research 
assistants. Included in this group are 4 “health visitors’’. 

There are no native physicians and only a few native nurses on the 
Reservation. The Federal Government, moreover, finds great difficulty 
in recruiting white persons who are willing to stay for any considerable 
period of time in this geographical and cultural setting. For these 
reasons, and also because bilingual Indians would have to be trained at 
least as interpreters, the question was raised in the early days of the 
project whether Navajos who spoke English could be trained as multiple- 
purpose assistants to the public health nurses, both in the clinic and the 
community. It was decided to make an experimental effort, and 2 men 
and 2 women were selected for the first class. The amount of schooling 
they had had ranged from 5 to 12 years. They had had no previous 
health training or experience, but the fact that they had all been hospitali- 
zed for tuberculosis contributed to their understanding of modern 
medical care and insight into patients’ problems. On the recommenda- 
tion of the Navajo Tribal Council, persons selected were over 25 years 
of age. 

They were given one year of training in pairs by members of the 
resident staff, and 6 additional months of practical work under super- 
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vision. First came a period of classroom work on the elementary 
principles of anatomy, physiology, nutrition, and disease entities. Much 
attention had to be devoted to the level and the pace of the teaching, 
particularly for those who had had only an elementary education. 
Nursing skills were then taught, beginning with simple techniques, such 
as taking the pulse, temperature, respiration and blocd pressure. By 
the end of their training the health workers could also perform tests for 
hearing and visual acuity, obtain electrocardiograms, and under super- 
vision administer all immunizations, administer and read tuberculin 
tests, and prepare and administer medications for intramuscular injection. 
In contrast to the earlier, more abstract classroom work, students learned 
technical procedures easily and quickly and performed them adeptly. 

They were also instructed in interpreting skills. To be able to 
explain medical concepts to a people that has almost no familiarity with 
such concepts and in a language so different from English that no literal 
translation is possible requires careful preparation of the interpreter, 
even though he may know both Navajo and English well. He must not 
only have a basic knowledge of the subject but, in order to make it 
meaningful to the patients, he must be able to relate the subject to what 
is already familiar to them. Because the nurse-teachers could pass no 
judgement even on the accuracy of what was being interpreted, the Navajo 
clinic assistant helped with this teaching. Whenever new material was 
introduced it was discussed in the two languages until the students under- 
stood it thoroughly. Physicians also assisted with the teaching by using 
actual situations seen in the clinic to illustrate what needed to be explained 
to patients. 

Later the students were taught interviewing techniques and were 
introduced to field work by accompanying the public health nurse. As 
skills developed they were encouraged to assume responsibility for the 
home visit, and gradually were sent out alone. A conference after the 
visit permitted discussion of what had occurred. 

The present schedule of the medical clinic permits each health worker 
2-3 days in the clinic and 2-3 in home visits. Thus continuity of patient 
care and good reporting and recording are encouraged. One chart is 
used for the entire care of the patient. This includes reports of clinics, 
conference and school visits, immunization records, laboratory studies, 
and reports from other hospitals and clinics. 

In the clinic the health worker is responsible for taking a complete 
health history, on the basis of which the physician can build his own 
questioning. While the patient is in the examining room the worker 
helps with such procedures as dressings and pelvic and proctoscopic 
examinations. He interprets for both the doctor and the patient. He 
explains the reasons for the medications prescribed and the importance 
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of continuing to take them. He also explains the reasons for necessary 
future appointments. 

In the field the health worker is expected to see the families assigned 
to him at least every 3 months. He dispenses medications that have been 
ordered by the physicians, performs immunizations, and gives advice 
about feeding and caring for a baby or old person. He also participates 
in school health programmes, takes throat swabs and stool specimens, 
and gives the tuberculin Mantoux test periodically. Short-wave radio- 
telephone installed in the clinic and the automobiles permits the worker 
to obtain advice from nurses in the clinic whenever necessary.! 

Detailed evaluation of this plan for training and using health workers 
is currently receiving much attention. There is general agreement that 
technical procedures are skilfully done and that both in interpreting what 
the English-speaking person has said and in explaining disease processes 
these Indians are very satisfactory. They seem to appear less comfortable 
in some other aspects of teaching, and particularly as health visitors in 
homes. How much of this latter difficulty may be attributed to the 
importance of privacy in Navajo culture and how much to insufficient 
experience is not yet clear. The fact is obvious that much that they do 
is indispensable. If they can become proficient health visitors an appre- 
ciable amount of the time of public health nurses could be saved. Because 
of the long distances over difficult terrain to be travelled, a nurse can 
make only a few calls in one day, but she could probably supervise the 
work of 3 assistants. 


Conclusion 


Although most of this paper has from necessity been devoted to 
developments in the USA, the subject of auxiliary nursing personnel 
is world wide in interest and significance. In 1947, when the Report 
of the Working Party on the Recruitment and Training of Nurses 
was published in Great Britain, a brief chapter was included on “the 
assistant nurse’’, which mentioned his or her use in various countries. 
It suggested that Great Britain continue to use the services at least 
of those assistant nurses already recognized and employed. Shortly 
afterwards the Tavistock Institute of Human Relations in London 
published a pamphlet ? which not only discussed certain psychological 
and sociological aspects of hospitals, but attempted to set down “possible 


1 The reader will be surprised to note that midwifery was not included in this experimental plan. 
The Federal Government had already introduced a hospital obstetrical programme that is attracting 
more and more Indian women each year. Therefore the Government did not consider it practical 
to encourage midwifery in one part of the Reservation, at least until the success of its programme 
became clearer. The clinic is, however, considering the possibility of extending its present prenatal 
care by having the health workers give service in the home. 


* Wilson, A. T. M. [19499] Hospital nursing auxiliaries, London, Tavistock Institute of Human 
Relations. 
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principles of job design for a nursing auxiliary.’”” This pamphlet was 
the indirect result ofa fuller realization of the importance of those 
grades of hospital staff whose duties fall between those of the nurse and 
the domestic staff. The contents, however, showed how little study the 
nursing profession in Great Britain, like that in the USA, had thus far 
given to implementing that realization. 

By 1958, when WHO held a Conference on Auxiliary Nursing 
Personnel in New Delhi, it was obvious that great progress had been 
made in accepting the principle of nursing assistants, although a score 
of important procedural questions about recruitment, training, ratio to 
nurses, exact duties, and so on were still unsettled. The Conference 
was opened by Dr. Mani, the WHO Regional Director for South East 
Asia, who asserted, ‘“‘No one can any longer deny the need for auxiliary 
workers in the nursing profession; they represent the only way of meeting 
urgent and increasing demands. But we are still a long way from 
unanimity on a good many vital points concerning their use.”’ 

The answers to the many questions about auxiliary nursing personnel 
must be sought in specific work situations, and they will differ according 
to a variety of cultural, geographical, sociological, psychological, and 
economic factors. Later reports of these developments in local situations 
can form the basis for profitable discussion of general applicability and 
usefulness, and can provide important guide lines, as did the meeting in 
New Delhi, for further developments. 

Most persons are forever searching for certainty in a world of 
uncertainty, and nurses are no exception. Now that they have accepted 
auxiliary workers in principle, they would understandably like to find a 
neat, uniform pattern for dealing with the place and functions of these 
workers to which they could readily turn for guidance. Hence they 
seek a definitive answer to a theoretical question such as; what should 
the ratio of auxiliary personnel to nurses be? To attempt to give a 
single answer is to deny examination of the many factors inherent in 
different kinds of situations. The writer recalls that specific question 
being asked of an able economist who had made some examination of 
nursing personnel as part of his broader interest in the utilization of 
human resources. Unfortunately he had no considerable knowledge 
of how the nursing needs of patients differ in various types of hospitals, 
how the supply of nurses differs from region to region, or how hospital 
and agency budgets frequently are basic determinants of what can or 
will be done. Hence he tentatively suggested a flat ratio of two nursing 
assistants to one nurse. For months the 2:1 ratio was repeated in 
many meetings as a formula for training and staffing, before most 
members of the nursing profession realized that no such easy solution 
was realistic. 
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What is needed at present perhaps more than definitive answers to 
questions concerning auxiliary personnel is a spirit of exploration: 
examination of what kind of nursing care should and can be given 
within existing economic, sociological, and psychological conditions; 
numerous experiments in trying various patterns of recruiting, training, 
and integrating assistants into the nursing service of the institution; and 
extensive discussion through meetings and literature of both examination 
and experiments. 

Basic to a productive outcome of such exploration, we believe, are 
the psychological attitudes of those undertaking the exploration. Like 
every other profession, nursing has attempted to carve out an area for 
itself which it alone might occupy. Hence it has been reluctant to 
welcome large numbers of persons of lesser training into a fellowship it 
has itself attained with great difficulty. At places and times it has even 
been willing to sacrifice possible opportunities for its own development 
and advancement in order to keep the gates firmly shut to intruders. 
When nurse shortages became so acute that the gates had to be opened, 
auxiliary nursing personnel were accepted, but usually only as persons 
on a sharply defined lower level with almost no opportunity to progress 
through increasing competence to an improved status. Many difficulties 
currently encountered in finding answers to questions about recruitment, 
training, and use undoubtedly have their roots in these psychological 
conflicts, often of an unconscious nature, which the nursing profession 
has undergone. 

As a basis for more a caneeive exploration, would it be possible for 
nurses to re-direct much of their attention from nursing and nursing 
care per se to the broader subject of patient care and health guidance 
and the responsibility of nursing, in collaboration with other professions, 
for advancing curative and preventive services? If so, two fortunate 
changes might result. First, attention riveted on discovering what are 
the needs of patients, families, or other groups in the community, and 
who can meet these needs might well provide the factual foundation and 
the psychological climate for fresh, creative thinking and possibly 
changed attitudes about staffing practices. Such facts and climate might 
permit creation of true nursing teams in which each person, on behalf of 
improved patient care, would be allowed and encouraged to do whatever 
he could do as well or better than anyone else. If the experience of 
those hospitals and agencies that have been most flexible in their social 
system is any indication, it would probably be discovered that untapped 
resources of potential interest, understanding, and sympathy among 
both nurses and nursing assistants were waiting to be called into use. The 
- recruitment problem might also be eased, once word had passed from 
mouth to mouth that there were specific places where work was stimulat- 


34 ASPECTS OF PUBLIC HEALTH NURSING 


ing and satisfying, and where one could acquire important knowledge 
and skills while working. 

Again, if emphasis were squarely focused upon patient care and health 
guidance rather than upon nursing, and nurses took vigorous steps to 
make that focus of attention known, much might be accomplished in 
winning the support of physicians, hospital and agency executives, and 
other categories of health personnel. It is clear that no large changes 
can be made in rigidly structured medical and health institutions, or 
even in interpersonal relationships in a single unit, unless there be 
coordinated effort by all the professions concerned. Unfortunately 
doctors and other health groups often blame present inadequacies in 
direct patient care upon what they assume to be the desire of nurses to 
achieve status, and in so doing to move away from attention to patients’ 
immediate needs. Strange as it may seem, the majority of clinicians 
and even some physicians in administrative positions appear to know 
little about what auxiliary personnel can be trained and are able to do, 
or about how their use necessitates changes in the role of nurses. Many 
of them know scarcely more about the reasons for, and the inevitability 
of, the growing specialization in nursing. Obviously they are in need 
of orientation concerning present trends. 

Partly perhaps because of its own ambivalent attitude towards full 
acceptance of auxiliary personnel, and partly because of its feeling of 
insecurity in initiating discussions with the medical profession, nursing 
has done relatively little to help physicians, particularly clinicians, 
understand the meaning and significance of recent developments. 
Certainly, if improvements in curative and preventive services that 
require the co-operation of several professions are to be achieved, 
nurses must put their hesitations aside. Recognition of their numerical 
superiority in many countries and the indispensable nature of their work 
should give them self-confidence in undertaking a broader interpretation 
of their goals as well as their problems. Once they have convinced 
other categories of health personnel that they are attempting as best 
they can to represent the interests of patients and clients in what must 
be a great joint enterprise, we believe that staunch support will be 
forthcoming from many physicians, hospital administrators, social 
workers, and clinical psychologists who are similarly motivated. 


THE TEAM IN PUBLIC HEALTH NURSING 


MARGARET MACKENZIE? 


With a world-wide shortage of qualified public health nurses and a 
widening gap between demand and supply because of rapidly expanding 
health services, other ways and means by which public health nursing 
_may be carried out effectively must be considered. That the provision 
of a nursing service is no easy task is made clear by the number and 
variety of studies on nursing care in hospitals. Few such studies have 
been attempted for public health nursing. 

A factor influencing the availability of qualified personnel is the 
stage of development of nursing within the country itself. Except 
possibly in two or three countries, a varying proportion of nurses 
engaged in public health have had no specific training. Part of the need 
for more training may be met by providing opportunities for further 
study through nationally or locally planned programmes, the creation 
of additional facilities for training, financial assistance to students, 
and changes in official policy regarding appointments. However, in 
those countries where nursing is at an early stage of development, factors 
such.as the general standard of education and the status of women and 
of nursing as a profession will influence the number or nurses who can 
be trained for public health work. 

Auxiliary personnel are found in hospitals and public health work 
in different capacities, with or without training. It would appear that 
the use of such personnel, rather than being an emergency measure, 
is becoming more common as a means of meeting staff requirements. 

The training of auxiliaries has become established practice in many 
countries, particularly in those where the number of qualified nurses 
is limited for ‘one or more of the reasons mentioned above. Students 
for auxiliary courses are almost always young women with insufficient 
basic educational qualifications for entrance into the professional 
courses. 


1 World Health Organization Public Health Nurse. 
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However well planned and executed a training programme for auxi- 
liary personnel, it will have the limitations imposed upon it by the 
educational deficiencies of the students. 

Teamwork implies the combined effort and organized co-operation 
of two or more individuals working towards a common goal. In the 
public health field team members may be found participating in several 
teams at the same time, depending upon the specific aims of the parti- 
cular team. For example, the health team may be composed of doctors, 
public health nurses, health educators, and sanitary inspectors, all of 
whom work together for the promotion of health in the community 
they serve. This does not preclude the possibility of the nurse also 
working in a team with teacher and family to improve the health of a 
school child, or of nurses and midwives working together (as they do 
in many countries) as a nursing team. 

The auxiliary cannot assume the same degree of responsibility as the 
professional worker, and therefore some modification of the concept 
of the nursing team is necessary. In the team composed of professional 
and auxiliary workers, certain factors will require careful consideration. 


Composition of a team 


If the public health nurse is to spread her skills, many tasks that 
she now performs will have to be carried out by others, giving her more 
time to do those things that only she has the training todo. At the same 
time she must remain responsible for the care of the patient. There is 
however a limit to the activities that can be delegated and to the amount 
of supervision the nurse can give to such delegated activities without 
its interfering with her own work. 

Studies on the functions performed by auxiliaries and on the ratio 
of auxiliary to professional staff indicate the great variations to be found. 
At present there is little guidance available on either. In determining 
the ratio of professional to auxiliary staff, some aspects of the problem, 
investigated in relation to the work of auxiliaries in hospitals, will 
need inquiry in the field of public health. These include the time 
required by less qualified staff to complete a task, the effect of having 
to work under pressure, attitudes towards unfinished work, and stress 
situations. In hospital the patient may be safeguarded by the compa- 
ratively close proximity of all groups of personnel. But in public 
health, where most of the work is done in homes, schools and clinics 
over a comparatively wide area, there is less assurance of the same degree 
of safety. 

It would appear that an appreciation of the principles of adminis- 
tration is required in attempting to determine the composition of the 
nursing team. Studies of the team’s functions are needed, and should 


ASPECTS OF PUBLIC HEALTH NURSING 37 


be both general in relation to the overall service to be given and specific 
in relation to the activities within each area. 

An important step in organizing a team is to determine the needs 
of the area. This has been a basic principle in establishing public 
health nursing services and is vital when planning a team approach. 
Information on population, birth, death and morbidity rates, geogra- 
phical characteristics, and methods of communication are necessary 
in planning. Community leaders, physicians, teachers and other 
interested people should be approached, and there should be a survey 
of the facilities available in the community and the services that can 
be rendered. Such information will indicate to some extent at least 
the amount and kinds of public health nursing service that will have to be 
provided. This forecasting in the early stages will have to be revised 
as the programme is put into effect, as certain needs will only be 
recognized as the service is accepted. 

The next step will be to work out the various activities involved in 
rendering a particular service. As an example the field of maternal care 
may be divided into: 


Prenatal: 


(a) medical supervision; 

(5) health teaching, including the mental health aspects; 
(c) preparation for the baby; 

(d) preparation or plans for delivery. 


Delivery: 


When deliveries are to take place in the home, the public health 
services must be prepared to provide the necessary care. But 
even where they are conducted in hospital, there needs to be a 
close liaison between the two agencies in order to give continuous 
service. 


Postnatal: 


(a) nursing care following delivery ; 
(b) health teaching for the mother, baby and family; 
(c) subsequent follow-up. 


A job analysis of each piece of work is essential, if proper use of 
staff is to be made. It is only when these steps have been taken that 
personnel requirements can be determined and the qualifications and 
training needed assessed. Such an analysis within a country or state 
may be used as a guide in other areas. However, it will be necessary 
to carry out a local survey, as no two areas will have the same needs and 
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problems, and so certain aspects of the programme will require greater 
emphasis. 

Job analysis needs to be carried out locally only for those activities 
that are sufficiently frequent to warrant a decision on who should do 
them. For example, in some countries the teacher assumes considerable 
responsibility in the school health programme, in others he is gradually 
being drawn into active participation and taking teacher preparation 
courses. But there are other countries where neither the preparation 
of the teacher nor his conception of his role makes him an active partner. 
In such situations, until the teacher can be brought in, an auxiliary 
may do the work, say, weighing—a routine procedure that can well 
be carried out by the auxiliary. However, if done by the teacher it may 
be used as an effective tool in the teaching of health. 

The stage of development within each country will also affect the 
composition of the team, because the work of its members will depend, 
to a certain extent at least, on the assistance available from others. 
Too frequently nurses are found devoting large portions of their 
time to clerical work. Where there is a high literacy rate, clerical 
assistance even in rural areas can be made available. In other places 
clerical help would be impossible to obtain in a rural area, and not 
easy even in an urban one. 

A breakdown of needs and activities will be required in relation to 
all the services given. The functions that may be delegated to auxi- 
liaries will then emerge in terms of the local situation and a nursing 
team evolved that will provide effective care. 

It is essential to be flexible in relation to team composition and 
recognize the changing needs of the programme, so that the auxiliary 
can be directed to another job as the demands of the service change. 


Definition of functions 


When two or more professional workers are in a team, some definition 
of functions is essential if there is to be no overlapping. In a team 
composed of professional and auxiliary workers, such definitions are 
not only necessary to prevent overlapping, but also to determine areas 
of work. Job analysis provides the basis for the assignment of work, 
as it will identify the skills required and therefore the type and amount 
of training necessary to perform them. It also safeguards the patient, 
as the job will be carried out by someone who has the required training. 

By defining functions it is also possible to avoid much confusion 
and maintain better relationships within the team. One of the problems 
in teamwork is the differences that arise because of what members think 
they should do and what they actually do. This is aggravated when 
they are assigned tasks not within their province. The difficulty arises 
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partly because of lack of clarification of functions, which may not always 
be easy to overcome, and partly because only one member, the public 
health nurse, is fully trained to carry out all functions. Frequently 
the auxiliary performs tasks that should be carried out by the professional 
nurse, while the latter does things that could and should fall to the 
auxiliary. 

The functions that are to be fulfilled by the auxiliary should be 
defined. An attempt should be made to utilize the maximum number 
of skills that she has and to provide her with a sufficient number of tasks 
to occupy her time. 

If functions are clearly defined, both professional nurse and auxiliary 
know what duties they are to perform. The team can work more closely 
as there is not the same amount of tension as when the auxiliary has 
to seek orders for the next task. It is also possible then for the auxiliary 
to feel that certain duties are her responsibility, and this will assist 
her in identifying herself with the total programme. 


Training 


The public health nurse is given a general training, and can be 
expected to assume responsibility for all phases of the nursing team’s 
activities. The auxiliary may have received training in an established 
school or may need training on the job. Regardless of the type of her 
training, the auxiliary works within a fairly circumscribed field, but 
frequently the training does not appear to be sufficiently specific. The 
auxiliary midwife whose entire training takes place in hospital is not 
trained for domiciliary midwifery. The auxiliary nurse ought to be 
taught procedures as they apply in the home, or, if she is to assist in 
the school programme, the specific duties that she is to carry out. 
Job analysis indicates the skills required and should be the basis for 
training. 

Where there are established schools there needs to be close contact 
with the field so that the students are adequately trained for the duties 
they will be expected to perform. If the training is in-service, sufficient 
time must be permitted for the required skills to be developed, so as 
to ensure accuracy and dependability. 

In the past there has been little emphasis on training for team work. 
The public health nurse needs to be fitted for her role as team leader. 
It would appear that many of the difficulties encountered in the team 
approach arise because she feels she ought to be doing many things 
she has not the time to do. She sees the auxiliary as a threat, rather 
than as someone who will help her render more effectively those services 
that only she can render. She needs to feel secure in her position, to 
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know exactly what the auxiliary should do, the standard of work that 
may be expected of her, and the contribution she can make to the total 
programme. She needs to see the auxiliary, not as someone merely 
to be supervised, but rather as someone to work with, through whom 
she may be enabled better to attain her goals. This will mean a broaden- 
ing of the administrative and teaching knowledge to be imparted to 
her, and a better understanding of personal relationships on her part. 

The auxiliary in her turn needs to see the public health nurse as 
someone from whom she can seek guidance and assistance, someone 
who shares her workload rather than leave her to do tasks that are 
commonplace or elementary and therefore unimportant. 

Differences in training create differences in the work assigned. Team 
members need to recognize that the ultimate goal is a complete and 
comprehensive public health nursing service, attained only through 
the co-operative efforts of every member of the team, each having a 
definite and important contribution to make. Also of importance is 
the development of attitudes of mutual support within the team. Where 
more than one worker is sharing in the care of a family, conflicts may 
arise if team members do not support each other, and the family either 
loses confidence in the service or tends to side with one or other member 
of the team. 


Policies and procedures 


A manual of policies and procedures is essential for the smooth 
functioning of the team. 

Auxiliaries are most frequently drawn from the local community, 
and training centres, if established, also recruit the majority of their 
candidates locally. Close co-operation between the training centre 
and the local health department would therefore help in the training 
of the student. Where field practice is provided, procedures in the school 
and the field should be identical. The professional nurse is in a position 
to apply principles to the techniques she uses and therefore can adapt 
her methods to the procedures outlined. The auxiliary, however, is 
taught methods rather than principles, and care needs to be taken 
not to create conflicts between the procedures she has been taught and 
procedures in the field. The use of identical procedures makes it possible 
to maintain better standards. There is less opportunity for families 
to note differences and create situations where one worker has to defend 
another. Another advantage of identical procedures is that they may 
be used as a supervisory tool by the team leader: if the family learns 
to prepare in a specific way for the nurse’s visit, deviations may indicate 
the necessity for closer supervision. 
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Supervision 


The team approach in no way decreases the need for supervision. 
However, if the team leader has to assume complete supervisory 
responsibility she then loses her identity as a co-worker. 


Conclusion 


In many countries, nursing is attracting almost the maximum number 
of young women that it can hope to do. In other countries, further 
developments will have to take place before this situation arises. What- 
ever the reason, the shortage of nurses in all fields is acute, and there 
appears to be little hope of ever meeting the need. It would seem then 
that a different approach should be considered, and a nursing team 
consisting of nurses and auxiliaries seems to be a possible answer. The 
need for action is immediate. Experiments in staffing patterns and team 
training should be planned without delay so that effective services are 
provided as soon as possible. 


THE NURSE’S RESPONSIBILITY 
FOR HEALTH TEACHING 


Dr MARGARET L. SHETLAND?* & AMELIA M. MAGLACAS ?* 


Discussion in this paper will be limited to the health teaching of 
individuals, families, and other groups served by the nurse. It will not 
cover three groups with which the nurse works and has relationships 
that might be broadly classified under the head of teaching: auxiliary 
workers and others; professional co-workers; and citizens interested 
in improving community health. 

The process of teaching as presented here has several definable 
characteristics. It cannot be separated from the nursing function as 
a whole; it is an integral part of the “caring and sharing’’ function. 
It is sensitive to the culture in which it operates. It is based on exact 
knowledge, which reflects advances in understanding as well as varying 
degrees of certainty. It depends upon awareness by the nurse of the 
influence of her own feelings on her ability to perceive the needs of 
others. It involves specific skills that can be defined, acquired, and 
improved continually throughout the nurse’s professional life— 
encouraging, expressing in words, listening, perceiving, analysing, 
clarifying, enlarging, supporting, and sharing information. 


Health teaching as an integral part of nursing function 


Nurse writers since the time of Florence Nightingale have shown 
awareness of the teaching responsibilities inherent in nursing functions. 
The extent to which this responsibility is identified and accepted varies 
over the world. It is probably safe to say that in the parts of the world 
where nursing is emerging as a profession there has been and is 
recognition of teaching as an integral part of the nurse’s work. Helping 
people recognize their health needs and understand ways of meeting 
them is an essential responsibility of every nurse. Whether she works 
in a hospital, in a clinic, in homes, or in any other setting, she is 
responsible for sharing her professional knowledge about health in 


* Chief Nursing Adviser. Health Division, US Operations Mission to the Philippines. 
* Instructor, Institute of Hygiene, University of the Philippines. 
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such a way that the individuals she serves can utilize it. Nursing care 
to a mother in a hospital is not complete unless the mother leaves with 
increased understanding of how to care for herself and her baby as 
well as how to secure continuing help in the community if she needs it 
and it is available. This is true of all patients. 

There are many present-day definitions of nursing that express the 
inter-relatedness of all of the elements envisaged in the term ‘‘compre- 
hensive nursing care’’. Mead, in trying to define what nurses do, held 
that they ‘“‘protect the vulnerable... [and] all those who are or could 
be in danger... from illness, from strain, from shock, from fatigue, 
from sorrow, from grief...’’1 If one limits the areas of vulnerability 
to health and sickness we have a useful and vivid operational supplement 
to a commonly accepted definition: 


Nursing is one of the services for the care of the sick, for the prevention of illness, 
and for the promotion of health which is carried on under medical authority. Its 
distinctive function is to give close and individualized service to the patient, perform- 
ing for him what he cannot do for himself, giving supportive care, physical and 
emotional, to bring him thru dependance to self-directive activity toward his own 
health.? 


Mead, on the other hand, includes in nursing responsibility towards 
those who are not “‘patients’’: the old, the very young, the pregnant 
mother, the potential patient. 

From these definitions it is easy to see how the special function that 
we call “‘teaching’’ is an integral part of all that the nurse does. Although 
it is necessary for the purpose of discussion to separate out one part 
of nursing, which for want of a better term we call “‘teaching’’, it is 
important to keep in mind that everything the nurse does, her personality, 
and the setting in which she works extend and reinforce or diminish and 
negate her teaching. 

For the purposes of this paper we might define the ‘“‘teaching’’ 
function as the use by the nurse of scientific knowledge of the main- 
tenance and promotion of health so that patients, families, and com- 
munities find it possible to accept and apply it in protecting, maintaining 
and improving their own health. 


Factors influencing the content, method, and effectiveness of health teaching 


There are many factors that influence total nursing function, including 
the function of teaching. One of these is the way in which the nursing 
role is defined. There is beginning to be some agreement among nursing 
leaders about nursing responsibilities. The mass of people around the 


1 Mead, M. (1956) Amer. J. Nurs. 56, 1002. 
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of reg onal planning for nursing and nursing education, New York, p. 8. 
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world, however, tend to see nurses in terms of their own specific 
experiences. The role of the nurse, like that of any other member of 
society, is defined differently by different societies. Even in countries 
where nursing is highly developed, the modern concept of nursing is 
not clearly understood. Actually it is questionable whether it is 
understood in its implications by the rank and file of nurses them- 
selves. 

Certainly co-workers and the public have expectations of a nurse 
that vary around the world and are not consistent with the way nursing 
leaders see nursing. It has been found, for example, that mothers 
whose children had completed immunizations did not keep appoint- 
ments as well as those who had not. The implication here is that people 
tend to see their needs and nursing function in terms of specific services 
rather than as a way of learning more about protecting the health of 
their families. Another study? revealed that teachers who worked 
with nurses were disappointed and even angry because the nurses did 
not conform to their expectations, which tended to be centred on such 
things as treating nuisance diseases. Other groups reveal similar 
expectations, which may not even be realistic in view of the legal restric- 
tions on the practice of nursing but which provide a barrier that prevents 
the nurse from functioning effectively as a health teacher. 

Lesser & Keane ? found that not only did patients tend to limit their 
expectations of nurses to the mechanical meeting of specific physical 
needs but so also did many of the nurses in the same setting tend to 
limit their own concept of their jobs. This point has great significance 
in relation to the nurse’s freedom and effectiveness as a teacher. She 
is limited not only by what her patients and their families expect of her 
but by the expectations of her co-workers, particularly those in health 
education, social work, and medicine, and of other nurses as well. 
Nurses in every country need to give attention to a clear definition of 
the teaching role in order to provide a setting in which this role is 
permitted and understood. Furthermore, it is necessary to develop 
methods of enlarging the views of the nurses themselves and encouraging 
them to accept broader responsibilities and learn the skills necessary 
to meet these responsabilities. 

Many factors in the social setting will add to or detract from the 
nurse’s health teaching. Among them are the valve reople place on 
health, their attitudes towards the inevitability of illness and its place 
in human life, and their ideas about the family group, the community, 


* Shetland, M. L. (1955) A method for exploring bases of curriculum development, New York, 
National League for Nursing. 


* Lesser, M. S. & Keane, V. R. (1956) Nurse-patient relationships in a hospital maternity service, 
St. Louis. 
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and the urgency of health problems. The nurse must have some under- 
standing of these factors and of their influence on health, and of how to 
make use of them or take them into account in her work; and she must 
also be aware that nursing is only one of the forces influencing health. 
Other important factors are differences in socio-economic status and 
education, independence of mind, and the degree to which the health 
problem is an emergency. As Sanford says: 


The ignorant and dependent man with an urgent problem gives himself gladly, 
body and soul, into the hands of an expert who can solve his problem. And the 
more God-like the expert, the greater the comfort in the dependency. On the other 
hand an informed and independent man with a non-emergency problem will not 
take gracefully to the magical fixer, whatever the label in the fixer’s professional hat. 
Such a citizen—and his tribe will increase—wants to solve his problem in his own 
way. He wants a highly competent expert to give him information rather than 
pre-formed answers. He wants facts and cues about alternative ways he can interpret 
them. He will be resistant to prefabricated solutions handed him on a ritualistic 
platter. He wants to make his own decisions about his own welfare. And once 
he makes his own decision he will be much more inclined to act on it than on decisions 
handed down from above.! 


These two factors, independence of mind and emergency, are present 
in varying degrees and combinations in the places where nurses work. 

All these factors, which will affect the nurse’s opportunities for 
health teaching, must be explored before generalizations can be made 
about what the nurse can do in any situation. 


The content of health teaching 


The content of health teaching is derived from the need of the people 
for care when ill, for ways of preventing illness, and for health infor- 
mation. To meet this need requires organized scientific knowledge, 
from which the facts, principles, and concepts to be used in guiding 
nursing activities are drawn. The need for care when ill, for example, 
will call for knowledge about the disease—of physiology, anatomy, 
pathology, medicine, etc. It will call for more than these: for knowledge 
of the social and behavioural sciences that have stressed the emotional 
and social aspects of illness. The need for preventing illness will 
require knowledge of preventive medicine, and the need for health 
information will require knowledge of the fundamentals of the medical, 
social and psychological sciences, as well as of effective methods and 
techniques of communication and teaching. 

Probably one of the biggest problems is that of accuracy. Knowledge 
relating to health is constantly growing, so that what we know today 
is obsolete tomorrow. Much of the content of health teaching may be 


* Sanford, F. (1956) Amer. J. publ. Hlth, 46, 142. 
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based on observations, judgement, opinion rather than on scientifically 
demonstrated fact. The older generation of nurses now practising 
have experienced a number of changes in practice during their profes- 
sional lifetime. A dramatic example is in child care. In the late 
twenties and early thirties the stimulus-response theories of behaviouristic 
psychology and infant care procedures and feeding based on age and 
weight rather than on individual differences dominated the practice of 
public health nurses in the USA. Some of us can remember talking 
earnestly to mothers about feeding babies on a regular schedule, and 
leaving them to cry so they would not be spoiled. It was not long, 
however, before knowledge from anthropology, psychiatry, studies of 
development, and many other sources brought about recognition of the 
importance of individual differences—differences both physical and 
emotional, differences in the mother, in the baby, and in the total setting, 
all of which must be taken into account in deciding what is best for any 
individual baby and her mother. Nurses need help in recognizing the 
full implications of this. Unfortunately many of them, having learned 
about the new concepts, are intent upon imposing these ideas on the 
mothers with whom they work. 

This example from one cultural setting provides us with the basis 
for a number of generalizations about the content of the nurse’s teaching: 


1. The training of the nurse should include scientific knowledge in 
the fields suggested above. How much of isolation technique is based 
on scientific knowledge of how disease is transmitted ? 


2. It should also provide her with the ability to distinguish the 
varying degrees of certainty in the knowledge purveyed. The nurse 
should know the difference between a proven fact and ideas that are 
based on the best judgement available at a given time. 


3. The nurse must be able to accept the change brought by advancing 
knowledge. To do so she must have the ability and resources to keep 
her knowledge abreast of the times. 


4. The nurse must understand that, to be usable, knowledge must 
be related to the interests and needs of those with whom she is sharing jit. 


5. The nurse must be able to distinguish between health practices 
that need to be changed and those that are not really important in a 
given situation. This requires judgement, because the question of 
whether to change or not depends on other factors in the situation. 


The process of health teaching 


It is obvious that factual knowledge is not enough in health teaching. 
The nurse needs understanding of human behaviour, growth, and 
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development, so as to be able to share her health knowledge with others 
in the light of their needs, wishes, and values. She needs to know that 
there are many ways in which people learn, that ways of learning differ 
among individuals, and that knowledge of how people learn is constantly 
expanding. 

Several concepts have emerged from sociological and psychological 
studies that have changed, broadened, and deepened the patterns of 
relationships among people. The fundamental needs of people have 
not changed, but their perception of these needs, in themselves and in 
others, has. When perceptions of needs change, expectations of the 
extent to and manner in which they can be met also change. _It is neces- 
sary that the nurse should be sensitive to the needs of others and to 
their perceptions of their own needs. 

Before the nurse can understand the needs of others or how they 
see them she must understand herself. The nurse’s own perception of 
herself will influence her perception of others and her relationship to 
them. If she sees herself as an authoritarian figure who knows what 
others should do she will fail to perceive their needs. So also will the 
nurse who chose nursing as a career to avoid teaching and finds herself 
expected to teach. This nurse may interpret teaching in terms of her 
early experience with teachers. ‘‘Probably the first task in the process of 
health teaching is to establish a realistic concept of one’s self—one’s 
ability and one’s potentiality—and to establish a realistic appraisal of 
the responses to be expected from others’’.t This is not easy. ‘“‘Self- 
awareness, insight, and the realistic appraisal of responses comes to the 
nurse as she works directly with patients. That step in the learning 
process is hastened with competent guidance’’.? 

Nursing students experience dislikes of various kinds when caring 
for patients, and can be given help to overcome them, to recognize 
their feelings and relate them to the patient. In this way the differences 
in nursing care given to preferred and to non-preferred patients will be 
ironed out. This recognition of the nurse’s feelings is a welcome step 
away from the earlier tendency to deny their existence and provides 
a basis for the improvement of their teaching skills. 

Along with awareness of her own feelings and their influence on her 
effectiveness, the nurse needs continually to increase her awareness of 
others. As we have pointed out, changes in health behaviour are more 
likely to occur when the individual sees the change as something impor- 
tant and desirable to him, and when he participates in the decisions. 
It is not easy to grasp the needs of another person: the only way is to 
establish a relationship of mutual trust and respect with him in such 


1 Gardner, G. C. (1953) Ment. Hyg. (N. Y.), 37, 357. 
* Simonson, R. E. (1956) Publ. Hith Rep. (Wash.), 71, 701. 
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a manner that he feels secure. Specific suggestions that have been 
made are: 

1. Listen when the patient talks and allow pauses. 

2. Accept without approval or disapproval what the patient says. 

3. Keep the conversation patient-centred. 

4. Allow the patient to set the direction of conversation about 
himself. 

5. Reflect back, without interpreting, key words, or phrases. 


6. Show interest and encourage talking by looking at the patient: 
by facial expression, nod of head, tone of voice. 

7. Keep all communication with others about the patient—in his 
presence—directed to and through him. 

8. Terminate the conversation with an “‘understanding’’ statement. 


Although these suggestions appear to be simple, they are difficult 
to learn. Nurses need help with interviewing skills. They need help 
in learning how to encourage patients to talk. Certain expressions 
seem to encourage mothers to talk about their problems in caring for 
their children. For example “How do you manage?’’ is a non- 
threatening, open-ended question, which elicits much information about 
the problems a mother might have. Compare this with ‘““‘Have you had 
your children immunized?’’ If the second question is asked directly 
early in an interview the mother may feel threatened, or guilty if she has 
not yet had her children immunized. Observers suggest that most 
mothers experience two feelings—they want to be good mothers; and 
they have at least some anxiety. Nurses need to learn to recognize 
and work with these feelings, not against them, strengthening the first 
and mitigating, or at least not increasing, the second. 

Discussion of specific behaviour like immunizations can come after 
mutual trust and respect have been established, and there is room for 
experiment with various phrases that seem effective in encouraging 
communication. These would vary for different people. The nurse 
should realize that it may be more important to help a mother gain 
confidence in herself as a mother than it is for her to change her ways 
of caring for her children, and that sometimes the direct, threatening 
question undermines her confidence. Starting at her level, supporting 
her positive efforts through listening, encouraging, and helping her see 
the possibilities, and then imparting information as a friend shares his 
knowledge are more likely to be productive than a direct approach 
ignoring the mother’s insecurity and need for assurance. 


* American Public Health Association (1955) Health supervision of young children: a guide for 
practising physicians and child health conference personnel, New York, p. 25. 
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There are many barriers that prevent the nurse from accepting what 
the patient says, keeping the conversation patient-centred, and allowing 
him to set the direction of the conversation. We have discussed the 
importance of the nurse’s own feelings. Nurses find it very difficult 
to deal with expressions of hostility or any negative feelings, for reasons 
imbedded in a culture that tends to prohibit the expression of anything 
but pleasant feelings. They tend to reassure too glibly, thereby cutting 
off communication. The patient who expresses fear is likely to be 
quickly “‘reassured’’. ‘‘You are in one of the most modern, best equipped 
hospitals in the world, with the best trained physicians.’’ This kind 
of quick reassurance brushes off the patient’s feelings and does not 
permit him to express his real thoughts. It does not provide a basis for 
mutual trust on which the nurse can base “teaching’’. Sometimes 
important things the patient says are overlooked, occasionally because 
of ignorance of their importance but also because of an unconscious 
wish to avoid unpleasantness. For example, asked how long she has 
been suffering from her headaches, an expectant mother said, “Let me 
see, third Sunday before last, my husband came home very drunk. 
This started a week later, so it’s almost 3 weeks now’’. The nurse 
paused for a while, then asked, ‘““What is your husband’s occupation ?’’ 
The nurse’s failure to follow up the obvious relationship between the 
onset of the patient’s symptoms and the drunkenness of the husband 
may have been due to a desire to avoid an unpleasant topic or to some 
anxiety of her own. The nurse needs to have not only a growing ability 
to recognize that she feels in a certain way but also a deeper under- 
standing of why she feels and reacts the way she does. 

Listening, reflecting back, enlarging are ways of keeping the com- 
munications open between patient and nurse. Sharing information is 
based on this. 

The nurse’s patients are individuals of varying personalities and 
capacities, facing difficulties of many kinds. Whatever his disease, 
every patient is a person who has beliefs, fears, anxieties and desires that 
are different from those of another person with the same disease. Nurses 
would like to be regarded as professional persons whom patients or 
families trust and look up to for help and guidance in their health 
problems. They should therefore try to achieve a positive relationship 
that will help the patients or individuals feel free to express their own 
feelings. This must be a two-way process. Respect of nurse for patient 
and of patient for nurse is basic not only to the person but to the task 
that both of them are faced with. A helping relationship develops, the 
nurse giving her knowledge and skills and the patient his experience 
in the specific problem. The behavioural sciences teach us that as 
professional workers we should not pass judgement on the actions and 
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thoughts of others, particularly of those under our care. The patient 
needs to feel free to express himself and possibly work out some of 
these problems with the understanding and support of the nurse. The 
nurse needs to develop a sensitive ability to see the patient’s world as 
the patient sees it, so that the patient may be helped to understand 
aspects of himself and thus be able to cope with problems more 
adequately and more comfortably. 

Probably the most vital characteristic of the helping relationship is 
the recognition of the principle that people learn by doing; decisions 
in which they participate usually seem considerably more important to 
them than decisions imposed upon them. Learning, like living, is a 
dynamic process—no one can live for someone else, nor learn for him. 
The nurse should not be too ready to give advice until she has enough 
information on which to base effective help, and until the individual 
has had the opportunity to indicate what steps he has already taken 
and what he would like to do. Telling a patient he has tuberculosis, 
for example, has such an impact that even stout-hearted patients find 
it difficult to face up to the situation. As a result, the nurse, perhaps 
because of over-eagerness to be doing or teaching all about tuberculosis— 
its communicability, the precautions and the treatment necessary—may 
find herself out of touch with the patient even after many attempts at 
teaching and giving advice. A patient who hears he has tuberculosis 
for the first time and who has fears about the disease may be in a state 
of psychological shock and unable to hear or listen to free-flowing 
instructions. It is at this crucial point that the nurse needs to reflect 
and keep all communications with the patient open, to enable him to 
express his feelings. She should encourage him to do so and support 
him as needed, for it will be very difficult to impart ideas if feelings are 
not dealt with first. In working with patients‘... we start with the 
assumption that how this person feels is going to determine in considerable 
measure what he thinks—how he acts and what use he makes of an 
agency’s service’’.} 

The concept of health teaching as presented here can perhaps be 
clarified further by discussing levels of communication. In much of 
our practice, teaching has been “‘telling’’. A second level is ‘‘explaining’’. 
Perhaps the concept we are thinking about can be best described as 
“caring and sharing’’. For example, a nurse fe//s a mother, “It is not 
clean or healthy to use the fingers for eating’’ or she explains: “Using 
the fingers is not unclean if they are washed well before eating and if the 
fingers are not used for feeding children and taking one’s own food’’. 
In the. te Ming sxample the mother may be resistant, angry, apathetic or 
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confused. In the explaining example the nurse has gone a little further 
in giving a reason and is also permitting some flexibility. But even this 
approach does not show respect and concern for what the mother is 
doing and may make her feel inadequate. Where teaching advocates 
change, the nurse needs to think out the approach. In the example 
of explaining, the statement of the nurse may carry some amount of 
threat to the mother—she might feel some guilt at not having done the 
best for her children and this may lead to her losing confidence in her 
mothering of her children. Here again, the nurse’s support is needed. 
Is the change to using a spoon more important to the mother than her 
feeling of adequacy? To facilitate change, the nurse needs to consider 
factors that will promote it. There are emotional factors that come 
in when change is expected to take place, and emotions have much to 
do with directing the behaviour of people. 

More than just telling and explaining, the nurse in relating to the 
patient must convey a “‘caring”’ attitude. Caring may be communicated 
by listening, encouraging, and supporting the patient during periods of 
need. ‘This “‘caring’’ attitude may mean the difference between a mere 
stereotyped statement and a transfer of interest and confidence by which 
an expectant mother gains security and works out problems that she 
may not even recognize overtly. It is in the “caring’’ atmosphere 
that “sharing’’ can be effective. When the nurse is able to develop a 
“caring’’ relationship, the “sharing’’ of information and ideas can be 
done in a supporting way. Patients know a lot that the nurse can never 
know and will never know. There is no easy way to know the patient’s 
needs and the only way is to try establish a relationship with him and 
get him to communicate what he knows. The real task then is to think 
about communication. 

It is helpful in thinking about the process of teaching to consider 
some of the barriers between knowledge and its application in the 
improved health of people. Some of the barriers have been discussed 
above. Levy has classified them into cognitive, practical, cultural, and 
attitude. 


Cognitive. These are barriers in understanding, and raise the 
question of the nurse’s ability to use intelligible terms and concepts. 
Not only is the use of understandable words important, but so is 
recognition of the experience the patient has had or needs to have to 
understand. -Often in hospital much that nurses say to patients is 
incomprehensible because patients are strange to the routines and to 
what is expected of them. The nurse, to whom they are familiar, fails 
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Practical. This is fairly obvious yet frequently overlooked. Nurses 
often advise people to do things they have neither equipment nor 
knowledge to do. Advice to boil dishes is easy to give but harder to 
follow when wood must be gathered for the fire. And do we always 
make sure that such difficult procedures are really necessary? Does 
boiling dishes safeguard the contacts of a tuberculosis patient when 
they all sleep together in a tiny room? 


Cultural. The nurse in advising a mother about the care of her baby 
may be asking her to oppose what are to her important cultural beliefs. 
The nurse’s advice is often not of any great value, as about removing 
abdominal binders, which are important insome cultures. But this kind 
of advice is likely to cause conflict and lack of confidence in the mother. 
in situations where the cultural practice may be really detrimental to 
health the nurse needs to give the mother support in opposing it. 


Attitude. This last barrier involves many kinds of feelings, some 
of them, as explained above, interfering with the changing of health 
behaviour. The nurse needs to be sensitive to subtle signs that reveal 
the attitude of people towards her and toward the ideas she is expressing. 


This list can be used to fashion criteria the nurse could use to test 
her teaching. 


1. Cognitive. Can the individual understand what the nurse is 
saying? | 

2. Practical. Does he or she have the resources to follow the 
advice given? 

3. Cultural. Is the teaching in harmony with his or her cultural 


beliefs? If not,can he or she be given sufficient support to break away 
from them? 


4. Attitude. Are there feelings engendered that may negate the 
teaching? And a fifth could be added: 


5. Importance. Does this teaching really make any difference? 
Does it really matter to the health of the people whether the new practice 
advocated is followed? 


Working with groups 


So far we have dealt with the ways in which nurses work with 
individuals and families to improve their health. In many parts of the 
world nurses work with groups, and their teaching responsibility towards 
them raises many questions. One of these that needs exploration is 
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the way in which group teaching responsibility is shared with other 
workers—physicians, health educators, and social workers. Sometimes 
all of these people work together to instruct groups of people with 
specific health needs, e.g. diabetics, the obese, the mentally ill, expectant 
mothers, or parents of families. Nurses have also found their place in 
working with other disciplines. In many instances, particularly with 
expectant parents, they have taken the lead in organizing classes and 
acting either as instructor or group leader. 

There are many advantages in this kind of teaching. In many 
instances the individual is afraid or unable to accept practices that may 
bring him into conflict with the group to which he belongs. When 
the group accepts a new practice it is easier for him to do so. Further- 
more, it has been found that people are more likely to change behaviour 
when they participate in making decisions. In one situation it was 
imperative to educate American housewives to use cheaper cuts of meat. 
As a result of lectures 3°% of the housewives changed their buying 
habits. With another similar group of housewives a different approach 
was tried. These women were gathered into groups with a competent 
leader and asked to discuss the war, the food shortage, and a balanced 
and adequate diet. Of this group 33% changed their buying habits. 
This illustration is important, for health behaviour, including behaviour 
about food and eating, is usually rooted in deep cultural beliefs that 
are not easily changed. 

If the nurse accepts her role as a group leader rather than as a formal 
teacher she needs other skills in addition to those suggested above. 
Auerbach? has described a pilot leadership training programme for 
nurses that outlines some of the subjects and group techniques nurses 
need in order to conduct expectant parent classes. Some of these are: 


Knowledge of individual growth and family needs, with special stress on the 
physical side in health and illness; sympathy for the needs of children and, to a 
lesser degree, for parents; close contact with the families in the community; know- 
ledge of community health and welfare resources; some familiarity with the broad 
concepts of group discussion; conscientious and responsible attitudes toward the 
acquisition of new skills and toward the use of themselves in a disciplined, professional 
way; acceptance of supervision, including being observed in action. 


The limitations of the nurses seemed to be lack of sufficient understanding of 
psychological and emotional factors in child growth and development and in family 
relations; insufficient knowledge of the dynamics of behaviour, individually and in 
groups; limited awareness of pathological child behaviour and parental attitudes; 
little familiarity with cultural variations in child care attitudes and practices; little 
practical knowledge of group techniques; and limited knowledge and acceptance 
of their active role in the use of individual supervisory conferences. 


1 Auerbach, A. B. (1955) Amer. J. publ. Hlth, 45, 1578. 
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Implications for schools of nursing 


The ideas expressed here have many implications for schools of 
nursing. Obviously the student nurse in her relationship with patients 
will reflect the atmosphere in which she herself is growing, working, 
and learning. She cannot have or show respect for others unless she 
has respect for herself. She cannot learn to share her knowledge in a 
sensitive way if the teaching she is given is authoritarian. 


The school of nursing has much responsibility to carry. Student 
nurses are mostly admitted while they are still adolescents. They 
come from homes that have provided varying degrees of help in achieving 
the kind of sturdy self-respect that provides a solid base for developing 
sensitivity to others. The school must study the needs of these girls 
and provide the kind of support they require to develop confidence, self- 
respect, self-awareness and sensitivity to others. At the same time, the 
school is responsible for the safety of the patients cared for by its students. 
Sometimes it is difficult to balance the need for rules with the need for 
self-expression. But this is what must be done. Effective limits need 
to be laid down, because it is only within these limits that the young 
nurse has security to develop her individual responsibility, initiative, 
and sensitivity. 


The nursing faculty needs help and support in providing this kind of 
environment for the students. The administrative milieu necessary for all 
of this is outside the scope of this paper but is a matter that requires 
much consideration. The school, as well as the hospital or agency, must 
look at the way the nurse is treated in the light of the way she is expected 
to behave towards others. The values of the organization will be 
reflected in the way the nurse works: if lack of respect for people 
characterizes its practices, it will be difficult for nurses to show respect 
for the people they serve in their work. 


Conclusion 


The goal of teaching as described here is improved health, based 
on the increased understanding by people of their own health needs 
and of ways to meet them. Nurses are one of several groups whose 
responsibility includes translating scientific knowledge into improved 
health for people. Their unique contribution lies in their closeness to 
people through the important life experiences of birth, sickness and death. 
Although they are also concerned with the maintenance of health, the 
foundations of their relationship with people are probably in these 
other experiences, which give authority and depth to their contributions 
regarding health. 
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This kind of teaching will not be achievable for all people everywhere 
at this time. It is still necessary in many parts of the world to institute 
health measures in which little participation of the people is required. 
But as mass problems come under control, imposed measures will be 
less needed. During this development nurses can strive to show their 
respect for the dignity of man by involving people as much as possible 
in planning to meet their own health needs. 


GROUP TEACHING IN PUBLIC 
HEALTH NURSING 


MARION MURPHY R.N., Ph. D.* 


Group teaching by public health nurses is by no means new. Re- 
ferences to group instruction and community classes for various 
groups of patients occur in public health literature in the USA in the 
early twenties. More recently however, as the responsibilities of nurses 
for health teaching have come under closer scrutiny, additional thought 
has been given to how public health nurses could improve their work 
with groups. It soon becomes apparent, when one seeks to explore 
and assess the present status of group work in public health nursing, 
that there has been considerable confusion. Moreover, changes in 
attitude about the role of the public health nurse as a group worker 
seem to be delayed and hampered by survivals from the past in her 
training. 

A review of nursing literature before the Second World War suggests 
that when there were groups or classes to be taught the public health 
nurse was expected to speak on a specific subject according to a more or 
less prescribed method. Her personality, training, and previous expe- 
rience obviously affected her presentation of the subject to a degree 
impossible to estimate, but it seems clear that what should be taught 
counted for more than how it should be taught. This emphasis is 
visible in the influential teaching guide, first published in 1920, of the 
Maternity Center Association of New York,? in the teaching of the 
“Little Mothers’ Leagues’’,® and in the work of the American Red 
Cross.‘ 

Various efforts to teach nurses to teach groups were made. Under 
the rather cumbersome heading of ‘‘Methods of Learning Health as 
Related to Public Health Nursing,’’ the subject received emphasis 


* Professor and Director of Public Health Nursing, School of Public Health, University of Minne- 
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with the publication in 1942 of the Public Health Neykii Kutrikahine© U46. 
Guide. Emphasis in this Guide seems to be on the nurse as a full- 
fledged competent group worker, no attention being paid to the process 
by which she developed such skills. Nor is any developmental relation- 
ship between the public health nurse’s skill in working with individuals 
and with groups discernible in the Guide, except that the heading 
“Individual Learning’’ precedes “Group Learning’’. The broader 
emphasis on relationships and understanding of group members, 
developed so well by Gilbert ? a few years earlier, seems to be lacking. 
This emphasis on techniques and “tools,’’ particularly because of 
their inclusion in the Guide, influenced the development of a somewhat 
superficial approach to group teaching in university programmes in 
thesyears that followed. It seems likely also that, because of the prestige 
of the Guide, agency in-service education programmes dealing with 
group work may have been similarly influenced. 
There were, of course, efforts to focus on the differences in groups 
and the meaning of the group experience to members. For example, 
two articles in 1942 demonstrated how public health nurses might be 
flexible in employing sound teaching techniques. Dunlap * showed 
how, through first learning about her group, their interests and their 
problems, a nurse could organize a course of study, and she cautioned 
against attempting to use a fixed plan or a plan made by someone else 
for another group. Gring‘ dealt with the evaluation of class achievement 
in a somewhat more formalized teaching situation. 
In view of what public health nursing literature has had to say on 
the subject, it is not surprising that recent studies have shown that even 
experienced public health nurses sometimes have real problems with 
the permissive approach in group situations. There would seem to 
be a very real probability that the nurse’s own previous experience in 
and preparation for group situations might have conditioned her along 
“structured’’ lines. For instance, Auerbach’s work with a training 
group in 1955 suggested that public health nurses themselves seemed 
more comfortable in structured didactic sessions in which material was 
presented to them rather than developed from them.® 
I myself have observed that public health nurses reported problems 
in serving in group leadership roles regardless of the status of their 
educational preparation or experience: slightly more than half did not 


1 National Organization for Public Health Nursing (1942) The public health nursing curriculum 
guide, New York. 
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feel prepared for group leadership, while others classified themselves 
as “not the leader type.’’ This point will be dealt with later. 

Gilbert was one of the first to point out that, since many nurses 
were faced with the necessity of working with groups, ‘““We must think 
through relationships and procedures with groups as we have attempted 
to do with individuals.’’! She discussed the nurse’s relationship with 
groups as a teacher, leader, or member. While there were technical 
aspects of the emerging field of group work in which the nurse would 
not be expert, she thought it clear that the public health nurse would be 
expected to assume some responsibility and work as constructively as 
possible. Classes for prenatal patients—‘‘mothers’ clubs’’—were 
described by Gilbert as the best established, and the type of group that 
the public health nurse might encounter most frequently, and she 
devoted a fair amount of space to the role of the public health nurse 
in this group. . 

Gilbert’s discussion implied that the nurse who took the mothers’ 
class also looked after a district and was well versed in other types of 
nursing service. She asked the question whether group experience was 
more successful when members knew the leader as a district nurse prior 
to the organization of the group, and suggested that nurses who took 
mothers’ and other classes increasingly regarded them as a beginning 
or as a continuation of work with mothers and fathers, rather than as 
an end in themselves. Finally, she remarked that some nurses liked to 
lead groups because it gave them an opportunity to talk: a rather limited 
approach to group teaching that could be potentially dangerous. The 
skilful nurse, she felt, should be able to lay her material before a group 
“suggestively, modestly, and briefly,’’ thus becoming a “‘group builder”’ 
rather than a “‘group compeller.”’ 

Benjamin,” representing one of the pioneer urban health demon- 
strations, strongly agreed with this point of view. Speaking of the 
maternity class as the nurse’s initial venture in group leadership, she 
felt that it was the nurse’s experience in working with families over a 
period of years, knowing and observing parents as they prepared for 
the child, that helped her to focus attention on the parents’ goals and 
on the parents themselves. The nurse’s understanding of people and 
their motivations is the key to successful group experience, rather than 
the employment of any specific devices to stimulate group discussion. 

It is of interest also that a specialist in the field of health education, 
describing the success of classes on a variety of health topics in one 
health department, considered the public health nurse the best fitted to 


* Gilbert, R (1940) The public health nurse and her patient, New York, Commonwealth Fund, p. 79. 
* Benjamin, F. H. (1939) Publ. Hlth Nursing, 31, 292. 
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conduct such classes, “because of her experience in the homes of many.’ ! 
Thus the idea that group work might be a part of the public health 
nurse’s work and directly related to her work with individual patients 
has received support from a number of sources. 

Benjamin further elaborated on the relationship aspect when the 
public health nurse was the leader of a mothers’ group: 


The leader must not only be sensitive but she should be informed about the 
different ways in which individuals relate themselves to the group and in particular 
to her. The leader’s understanding of her relationship to the group is so important 
that there is need to learn how to use it for the greatest service to the group members 
and for her own growth. What her relationship to the group shall be lies more 
directly within her control than any one factor in the group situation.” 


While this point of view concerning group leadership would seem 
to fit comfortably into the literature of ten years later, it should be 
remembered that the education and experience of the staff of the East 
Harlem Nursing and Health Service in New York City, from which this 
view originated, were considerably above that found in an average 
agency. 

It should not be concluded from these quotations that mere experience 
in working with individual patients or families will give a public health 
nurse the necessary background for working with groups. Rather, in 
the writer’s view, it is the “caring and sharing’’ * level of communication 
which Shetland and Maglacas describe that would be involved. 

The extent to which a nurse’s problem with groups might reflect 
lack of permissiveness in individual patient contacts is not known and 
is a matter of conjecture. In a previous study I was not able to put 
forward any significant evidence to show that public health nurses 
regarded their experience with home visits as a strength in working with 
groups.* The fact that the public health nurses involved reported group 
leadership problems and expressed rather authoritarian feelings as to 
the role of the leader in the group may also be related. So much is 
unknown concerning the real ability of public health nurses to work in a 
constructive, permissive way with individuals with health problems 
that any attempt to measure the relationship of this to their ability to 
work with groups cannot be too decisive. However, I believe that there 
is some evidence, admittedly not the strongest, to support the view 
that the skills acquired in working with individual patients are an impor- 
tant factor in those required in working with groups. 


1 Connolly, M. P. (1934) Amer. J. Publ. Hith, 24, 571. 
* Benjamin, F. H. (1939) Publ. Hith Nursing, 31, 294. 
> See page 50. 
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While nurses in general, and public health nurses specifically, might 
at times lead discussion groups or conduct demonstrations in hospital 
out-patient clinics or community clinic settings, in either instance a 
‘“captive’’ audience is involved. The individuals, usually patients or 
relatives of patients, who are members of such groups presumably 
attend the clinic in order to obtain a certain health service, the need for 
which has been recognized and, in varying degrees, appreciated. Either 
the individual conference with doctor, nurse, or social worker or the 
discussion group led by a professional person may greatly enhance the 
value of the patient’s total experience at the clinic. 

Among others, I have suggested that public health nurses needed 
training to help them in assuming responsibility for this type of group 
work in clinics,! and I collected evidence from student practice in clinics 
to show that, with proper guidance, public health nurses could prepare 
for and conduct groups which involved patients in discussion of their 
own problems. 

However, there was considerable difficulty in re-directing the students’ 
emphasis from “‘Preparing and giving a talk on a health topic’’ to an 
approach that involved the audience in what it wanted to learn in relation 
to a specific health problem. One student who had originally planned a 
“talk”? on measles in a well-baby clinic waiting room commented that 
the group had members with varying questions and problems and 
almost all of the previously planned material was brought out in one 
way or another in response to questions. It seemed to her that this was 
an effective way of teaching because the leader built upon knowledge 
the group already had. Merely to have given a “‘talk’’ might have meant 
repetition of points already well known. Questions might not have 
been asked as freely. 

The extent to which group teaching in clinics may be regarded as a 
transitional experience for the public health nurse—midway between 
individual contacts with patients and the organized class or group in 
the community—is open to question. Certainly the nature of the 
public health nurse’s work may involve her in clinic and school situations 
where her ability to lead informal group discussions could add immeasur- 
ably to the value of her services. 

But other community groups, not attached to a hospital or clinic, 
are concerned. 

Responsibilities for group organization in the community have. been 
undergoing change as the family of public health workers has grown and 
certain specialized roles have been further clarified. One of the additions 
to the public health family group whose role at certain points is closely 


* Murphy, M. & Fisher, W. (1954) Nurs. Outlook, 2, 70. 
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related to that of the public health nurse is the professional health 
educator. One of the first clear statements? on how public health 
nurses and a health educator might work constructively together on a 
health department staff described the role of the public health nurse in 
health education as one of organization, interpretation, and teaching 
in relation to day-to-day activities in a local nursing district. Thus the 
public health nurse might organize and teach an expectant mothers’ 
class or a home nursing class; enlist the aid of interested citizens to do 
volunteer work at her well-child conferences; or interpret to individuals 
and groups in her district the need for certain changes in the health 
programme. In general, however, she is concerned with the health 
education needs of individuals and families who are under her care 
rather than with the development of broader sustained programmes 
involving the whole community. 

I would go a step further and suggest that the health educator could 
be invited to assist the nurse with organization of groups even within 
her own nursing district. Sharing this responsibility with a worker whose 
training presupposes some expertness in community organization would 
seem sound, and utilization of the specialist at certain points should 
in no way diminish the nurse’s contribution to the group. 

A question might also be raised as to the extent to which the public 
health nurse’s preparation has equipped her to organize a health group 
in the community. A large majority of health department nurses who 
participated in a group work study in one state felt that they needed 
additional preparation for this kind of group work, and thought the 
health education specialist the best single source of help. While these 
findings should not be automatically applied to a wider population, 
they may provide an approach to a complicated problem. 

Group organization cannot be excluded from any consideration of 
community-centred group work in public health nursing. A multi- 
disciplinary group is involved, each discipline with its own skills but 
each to some extent dependent upon the skills of others. To make an 
effective contribution in working with groups of patients in the commu- 
nity, it is not necessary for the public health nurse to work alone. Modern 
public health nurses should be prepared to appreciate the contributions 
of others to their work. The school in which the nurse receives her 
preparation for public health nursing should provide instruction in 
group leadership, enabling the nurse to analyse and develop her ability 
to undertake it and giving her practice under supervision. How she 
is taught is important, and raises the question how the instructor was 
taught, and therefore the question of advanced nursing education also. 


1 Lifson, S. S. & Wilson, B. (1946) Publ. Hlth Nursing, 38, 427. 
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While it would seem inappropriate here to delve very deeply into 
curriculum problems, two points may be made. The first is that there 
seems to be too wide a separation between training for work with indi- 
vidual patients in the family setting and training for work with groups. 
It would be of interest to know whether bringing the two closer together 
might help carry over the listening, non-directive approach usually 
taught in the former to the latter. 

The other point is whether there should be a special course with, 
as its objective, the development of group work understandings and 
skills. In the USA, schools that train graduate nurses for public health 
traditionally include such a course in the curriculum. Yet there is 
evidence that many nurses so prepared have felt inadequate in a group 
leadership role or actively disliked such a role. Is there perhaps a need 
for the exploration of ways of teaching group work concepts within the 
nursing or public health nursing curriculum? Do we need to analyse 
different approaches to group work, i.e., ways of understanding peoples’ 
needs in a group as a means of helping them with health problems as 
opposed to the “‘group teaching’’ approach? 

When a nurse enters public health service, is sufficient thought given 
to providing her with graduated experience such as leading staff com- 
mittees, participation in inter-agency workshops, or perhaps a small 
group leadership role in a school or clinic? Does the supervisor guide 
the nurse here with the same care as she does in her work with individual 
patients and families? Or is the nurse expected to assume responsibility 
for leadership of a parent’s group after a certain period on the staff, 
whether or not she has occupied any lesser group leadership roles 
before? In one state at least nurses regarded leading a community 
discussion group or teaching a class as a “‘senior’’ or culminating 
experience. 

Again, should all staff nurses be expected to assume equal respon- 
sibility in the group work area? Gilbert? presented evidence to show 
that public health nursing agencies had gradually abandoned the idea 
that every staff nurse should have the experience of leading a group. 
She felt that this was a sound move in that it acknowledged individual 
differences and allowed each nurse to make her contribution in her own 
way. She was critical of past practice in agencies where nurses often 
were expected to rotate through a group teaching assignment. 


We remember the agonies some of these nurses have experienced... the midnight 
oil they burned and the pale courage with which they approached the waiting group 
of patients... we would emphasize here the lack of economy and what approaches 
cruelty when the discipline is imposed upon those who are not fitted for it. 


* Gilbert, R. (1940) The public health nurse and her patient, New York, p. 196. 
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This is true equally of other professional groups; even after specialized 
training, not all workers may be expected to do well in this function. 
Would it be reasonable to conclude that all nurses in the public health 
field need a foundation in group work and may be expected to carry 
minor group leadership roles in line with their day-to-day activities? 
An individual public health nurse, on the other hand, might be an 
excellent candidate for special preparation for more important group 
leadership roles. 

But what does special preparation involve? Does it imply a deeper 
knowledge of, say, obstetrics, or child growth and development? Does 
it mean that the group leader should have attended the National Training 
Laboratory on Group Development and be steeped in the philosophy 
and practices of group dynamics? Should a nurse earn a master’s 
degree in health education as a prerequisite for group leadership? It 
is likely that all of these approaches and perhaps others have been tried 
by nurses who have aspired to expertness in group work. 

In my opinion, the soundest attempt to provide public health 
nurses with additional group leadership skills was the experimental 
programme developed by the Child Study Association of America. 
This programme, under the sponsorship of the Children’s Bureau, US 
Department of Health, Education, and Welfare, and the New York State 
Department of Health, provided special training for small groups of 
nurses. The first programme was undertaken to give a group of 15 public 
health nurses training in newer methods of educational group work 
with parents. All of the nurses in the experimental group had had 
approved training in public health nursing and all had at least 2 years’ 
experience. It was thought that the project might provide help on 
problems of selection for leadership, on the assets and limitations of 
the public health nurse for this type of work, and on the implications 
for nursing education. 

The programme consisted of two parts, a 13-week theoretical period 
and another of field work practice in which trainees conducted parent 
discussion groups under the auspices of their local health departments 
but with supervision from the training staff of the Child Study Associa- 
tion. The theoretical sessions covered parent group education and 
techniques of leadership. A seminar was included to which trainees 
could bring questions or problems arising either from the theoretical 
sessions or from their concurrent observation of parent groups led by 
Association staff. A special research committee of the Association 
planned for and conducted evaluation procedures designed to measure 
the progress of the trainees before, during, and after training. 

The results were extremely interesting. In general, the trainees 
accepted the material on growth, development and normal behaviour 
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well, and showed some familiarity with some of the concepts. However, 
many showed much less readiness to lead group discussion on these 
topics in the practice sessions, an unwillingness which suggests that 
their backgrounds might have lacked depth or conviction. They did 
not show special interest in the theory of group methods, moving rather 
quickly to practical questions of group leadership—how the leader 
gets the group to talk, etc.; later, however, theoretical questions arose 
in their practice work. 

A composite sort of training programme like this would seem to 
fill an existing gap in the preparation of many public health nurses for 
group leadership. But it must evolve out of the expressed needs of a 
particular group. An attempt to introduce it under other circumstances 
would be doomed to certain failure. It seems apparent that the “caring 
and sharing’’ approach is being made somewhat more frequently to 
group leadership in public health. With the help of training programmes 
such as that provided by the Child Study Association it is to be hoped 
that the public health nurse with the stereotyped outline of a health 
subject for a class will be replaced by the nurse who is able to concen- 
trate on the needs that bring adults to such groups and on how to meet 
them. To the extent that nurses can accept group members as they are, 
to the extent that they continue to seek guidance on ways of improving 
their approach, group work in public health nursing will improve. 


PUBLIC HEALTH NURSING 
IN THE BASIC CURRICULUM 


DORIS S. BRYAN! & MARGARET S. TAYLOR? 


The public health nurse working in the community is concerned with 
nursing care during illness; the prevention of illness or disability; the 
promotion and maintenance of health; the encouragement of individuals, 
families, and communities to live in a healthy way and improve their 
health standards; and the discovery of methods that, within the frame- 
work of the customs and traditions of individuals, groups, and commu- 
nities, will arouse their interest sufficiently to make them question the 
value (and possibly lead to some modification) of their health practices. 

Student nurses are individuals, with individual differences, individual 
temperaments, individual capacities for effective nursing in an organized 
community health service. However, it is reasonable to expect that all 
students gain some experience during this training that will enrich 
their understanding and the quality of their nursing care wherever they 
elect to nurse. 

The accepted goal for every nursing student is a strong grasp of 
underlying principles and the ability to give “‘comprehensive nursing 
care’’. This, of course, means not only concern with the individual 
during his illness, but the ability to see illness as merely an interruption, 
long or short, in a person’s life. The student is taught that one of the 
unique characteristics of man is his dependence on others, that the 
patient comes from a family or a substitute family, or has a real problem 
because he does not have any ties. The health needs of the family and 
of the community all become valid, essential concerns of the student 
nurse; she must learn how these needs are met or not met, and be ready 
to meet the growing demand for complex health care. 

To this end she must receive instruction on: behaviour, communi- 
cation, and personal relations; the principles of teaching, leadership, 


1 Formerly Visiting Associate Professor and Lecturer, School of Nursing, Medical Center, Uni- 
versity of California, Los Angeles, California, USA. 
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organization, and epidemiology; and the essentials of investigative 
methods of study. She should be given practical training in commu- 
nity health nursing, and this, with the greater understanding and skill 
that she will acquire, will sharpen her awareness of her responsibility in 
her own community and in the world at large—not just on an intellec- 
tual level, but to the point where she feels personally involved in the 
attempt to bring about a healthier community not only for herself and 
her family and friends but for every human being. 


The nursing faculty in community health nursing 


The nursing profession was slow to admit that education of any 
kind worthy of being called such must have its origin in an institution 
of learning. This is not to say that practical experience is not essential; 
that teaching at the bedside is not imperative; that good nurses were 
not trained in the past through the apprenticeship system; or that some 
supervisors and head nurses are not better teachers than some instructors 
in colleges and universities. But the view is widely held in the USA 
that since an educational institution must assume the major responsibi- 
lity for all the programmes it sponsors it should be no different when a 
nursing curriculum is offered. This means that a nursing faculty 
must meet the same requirements, hold the same qualifications, and have 
the same privileges and obligations as any other faculty within a univer- 
sity. It means that a university faculty assumes the major responsibility 
(though in close co-operation with the health service) for deciding on 
the kind of training it deems desirable for the students, on the quality 
it requires in the students’ work, and on the evaluation of that work. 
The emphasis is not on the quantity, but on the quality of the training: 
it should assist the student to learn principles, to think, to be critical 
of results, to feel impelled to solve problems. These are the broad 
principles that apply in the teaching of community health nursing. The 
instructor clothes them with the significant details of the particular 
area. 

To engage effectively in community health nursing, and to gain some 
personal satisfaction as a student, the student must have a sound 
educational background. Professional education will not just add 
professional knowledge, but will stimulate exploration by the student of 
other related areas of learning in the sciences and the arts, as a source 
of enrichment of life. 

By the time the student reaches, usually as a senior, her community 
health studies, she has had many opportunities to understand the 
significance of family relationships, and has extended her understanding 
of the responsibility of community agencies for assisting families to 
meet their health needs. The student now sees herself as a public 
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health nurse, a family health worker in a community health agency, 
working as a member of a multidisciplined health, welfare, and educa- 
tional team. Every effort is made to sharpen her sense of the limitations 
of her own knowledge and power, yet simultaneously to provide her 
with every opportunity to gain confidence in herself and her ability to 
deal with problems. To the extent that the student is caught up in the 
role of team member, her grasp of public health nursing problems appears 
to increase. She learns that as a public health nurse she is sometimes 
the connecting link between the members of the team, particularly 
where several disciplines and more than one agency are concerned. She 
functions, as it were, as a catalyst in the team’s deliberations. She fre- 
quently brings poignant, factual information about the family as a whole, 
as well as about certain individual members, because she has had the 
opportunity to form carefully weighed judgements over a period of time 
and in varying circumstances. Hence her views are apt to carry consid- 
erable weight. When some solution is worked out by the team, she 
frequently sheds the catalyst role and is as deeply involved in the situation 
and in working out her new role as any other member of the team. 
This can be a very enlightening and rewarding experience for the student. 

The public health nurse working in a health service is always a 
member of a team, even if the team is composed only of the family, 
the doctor and the nurse. She never works alone. The great strength 
of her service depends on her skill and the relationships she establishes. 
This is equally true whether the relationship is with the family, or with 
members of the team in the particular agency where she is a student or on 
the staff, or with more than one agency. This does not mean that even 
with the best effort in the world there may not be long periods of stagna- 
tion, even at times regression, in the relationships formed. 

Community health nursing is very dependent on socio-economic and 
politico-economic factors. For example, the level of education of the 
people will make a tremendous difference in approach and in methods. 
It is vital that students realize that a population, as a whole, is frequently 
ready for a type of service that one particular segment of it cannot 
accept. They should be helped to recognize the over-all technological 
advances, the shifts in the current political and economic scene, the 
general patterns of education, and the uneven advances in some areas, 
particularly in medical and public health. It is important that students 
be aware that, while they are excited by new advances, not all people 
are. In some areas the majority of people are opposed to using new 
knowledge, or are suspicious of or indifferent to it. One of the big 
problems in the USA, for example, is that, in a country where extensive 
visual aids are available on a mass scale to the majority of citizens, it is 
relatively easy for people to dissociate completely what they are saying 
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from what they are doing. A young mother was explaining to a student 
in some detail what she considered a good diet for her family, but she 
gave her child a bottle of soda pop and four sweet crackers for lunch; 
and further discussion revealed that the family’s supper was to be similar 
to the lunch. She knew what to give, but did not give it. 

To interpret how people see health matters and what they think 
about them calls for astuteness and professional knowledge. Practical 
training offers the opportunity for the student to observe how the 
community health nursing group, with other workers in the community, 
are constantly attempting to acquire this knowledge by sharing with 
other individuals and groups what they learn through contacts in homes, 
clinics, schools and places of work, at periods of illness or not. 


The learning process 


A recent study in the USA, which involved discussions with college 
graduates on what they had learned, showed that it is only when the 
teacher has transferred some of his love for learning that the student 
appears to catch the flame and decide what he will learn. 

In helping transfer this love of learning, the teacher must take 
various factors into account. One is the personality of the student 
(this is not always easy to assess if there are many students in the group 
taught). A method the teacher may use for assessing personality is 
to write brief notes on the student’s background, including place of 
birth, languages spoken, interests, education, achievements, misfor- 
tunes, and the like, and to note down the classroom or practical work 
estimated to be most suitable for the student. Frequently these estimates 
fall naturally and easily into groups. 

The teacher should try to create a climate in which high quality 
work is expected, personal worth is respected, room for error is allowed, 
a high premium is placed on problem-solving and the imaginative 
ability to create, to try, to be courageous enough to fail, to have the 
persistence to try again, and to carry success with grace. 

In addition, the teacher usually knows, in some detail, what the 
student has done before and how effectively it has been learnt. This 
knowledge can be used very effectively to assist the students individually 
and in groups, and it is the authors’ view that the advantages of knowl- 
edge of the student’s past career outweigh the disadvantages. 

There is a tendency in some countries of the world for groups of 
young people to be so group-conscious that the students make it very 
difficult for anyone who does not conform. This stifles creative work. 
The group must be shown that it can facilitate the production of work 
by its outstanding members. It is no easy task to help a group analyse 
critically the responsibility to society of a gifted individual to use creative 
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ability constructively, not just for his own satisfaction, but to further 
the learning of a group as a whole. This is particularly evident in a 
profession like the nursing profession. 

Teacher and students will co-operate when the psychological attitudes 
and climate are favourable, and new and old experiences will blend 
together smoothly and increase markedly in both breadth and depth. 
In this manner a stimulus is frequently given to individual study, often 
with lasting results. 


The learning process in community health nursing 


In community health nursing the student will be concerned with one 
person and one person’s family, as previously, but she now concentrates 
on the whole family. This is a new concept and requires a very different 
approach, new skills, new knowledge in the social sciences and behay- 
ioural sciences, and new use of nursing and medical knowledge. 

The student must therefore know what is expected of her. This 
means self-evaluation, individual and group discussions, and a solid 
understanding of what is necessary for health promotion and preventive 
work with people of all ages, as well as for the care of the sick. Many 
methods of instruction are possible, but careful planning, full student 
participation, and specific plans for faculty-student evaluation are 
needed. 

During the initial period, the student must grasp the reasons for 
what she is doing, and is helped to do so by members of the faculty. 
Agreement should be reached as to how evaluation of the student’s 
progress and of the programme as a whole will take place, and plans 
made for the parts to be taken by both student and faculty. This is a 
reasonable time also for an over-all view of the general method of 
procedure and a discussion of class outlines, books to be read, and the 
like. 

It is assumed that, whenever feasible, theory and practice will be 
concurrent. The authors consider that practical work should be done 
for 2-3 days a week for a semester (about 16 weeks), rather than for 
a short, concentrated block of time. The principal reason is that it 
takes time to settle down to a new routine and assimilate new knowledge. 
Moreover, some people do better when there is an interval of time 
between the nurse’s visits; this enables them to consider ideas suggested 
to them, mull them over, and put them in the framework of their own 
ideas. They also need time to question themselves, their friends, their 
family, and the nurse again, and finally to make a tentative decision. 
Frequently this is a period when the utmost delicacy is required, as well 
as great individuality. Patience and understanding are needed to know 
when to press a little and when to hold off, and the nurse must always 
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think of the total family background and needs as well as individual 
needs, not forgetting public health needs and the community’s ability 
to pay for what it is proposed to do. Time is an invaluable ally in this 
procedure. If time cannot be given, a block placement giving experience 
with a small number of selected families may be a useful alternative. 

It is vital that students participate in plans for their training, and 
early become aware of the need for a critical approach, adequate 
knowledge, and the will to solve the problem facing them. This will 
necessitate keeping firmly in mind the educational goals both for the 
students and for the families. The instructor has a crucial responsibility 
here to see that theory and practice are correlated, and that practical 
work is carefully selected to form a solid base for actual day-by-day 
community health nursing, not too difficult or overwhelming but with 
sufficient involvement to be stimulating. The degree of difficulty after 
the initial start with the first family depends in a large measure on the 
student’s capacity to comprehend and to handle her experience intelli- 
gently. Self-understanding and understanding of the fundamental 
principles of community health nursing will go hand in hand, and self- 
confidence will have a sure and tangible basis. Great care must be 
taken to encourage the outstanding student and at the same time not 
allow the others to do more than they are able todo. The extent to which 
one can hope to bring the slow learner to or beyond the average minimal 
accepted level has to be worked out in practice; lack of staff does not 
usually permit too much assistance to this type of student. 


Teaching techniques in community health nursing 


One of the methods of learning that we are utilizing more and more 
is that of participant observation (perhaps it is the terminology that 
is new and not the concept). First of all, the student is well trained on 
why she is making the observation and what she is to look for. She 
has an active role to play while she is observing, in finding the answers 
to questions or problems she thinks are important. There is a follow- 
through conference in which she discusses, with a faculty member who 
is conversant with the situation, her observations and analysis, and is 
helped in exploring the matter and in analysing her conclusions. There 
are many instances where participant observation can be more useful 
than either straight observation or participation per se. 

Other methods of instruction that have been used a long time (and 
certainly we know no good substitute for them when they are well done) 
are lectures, individual and group conferences, the careful use of visual 
aids, selected, directed individual study which involves the critical 
exploration of an idea or the acquisition of basic factual information, 
and individual and group projects. The tape recorder is a useful aid, 
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allowing the student to go back and have access to the recording, not just 
for content, but for method of presentation, the value of the discussion, 
etc. The written paper helps the student present ideas acceptably. 
The supervision of the students needs to be under the guidance of qualified 
instructors from the college or university for the major part of the pro- 
gramme, but this does not preclude using service personnel in the public 
health agency with special preparation and training. It does mean 
that the university faculty, which knows the student best and is most 
conversant with the curriculum, assumes the major role in teaching. 

The teacher must be able to evaluate her own effectiveness as a 
teacher, and this she may do through the student’s progress and learning, 
assessing thereby her ability to impart knowledge in her particular 
field. 

The objectives, course description, and plan for units of instruction 
as prepared by one school of nursing * are given below as an example 
of an organized curriculum. It is constantly subject to modification 
in terms of the particular student’s needs. A course in the public 
health sciences is given concurrently. There is close collaboration 
between the course instructor and the instructor in the theory of commu- 
nity health nursing, as well as with the faculty. 


Example of organized curriculum 


The central objectives are: the exploration, study and evaluation of 
the principles and concepts of community health nursing and of the 
role of the nurse as a family health worker; and the transmission of 
the specific knowledge and abilities essential for the effective functioning 
of the community health nurse. Contributory objectives are: the explo- 
ration of the scope of community health nursing and study of the forces 
that influence it significantly; the investigation of present patterns of 
community health nursing organization and administration; the study 
of selected community health programmes and their nursing services 
in relation to major health needs; the acquisition of insight and ability 
to identify and analyse family and community health needs, the role of 
the community health nurse in meeting these needs in homes, school, 
and industry, and ways of participating in community health projects; 
the development of ability to identify and analyse the role of the 
community health nurse in co-operation with others as a member of an 
agency public health team or as a member of a community health and 
welfare team; the acquisition of some understanding of the motives 
of individuals or groups in action for health, and of a community’s 


1 The University of California School of Nursing, San Francisco, California, USA. 
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interest in and readiness for action that will bring needed change in 
community nursing services; the development of insight into the complex 
effect of the health of one member of the family on other members 
and on the family as a whole, and into what is involved in total family 
health counselling and in the application of professional knowledge; 
the provision of opportunity to develop the capacity for professionally 
and scientifically sound independent judgements; the encouragement of a 
working philosophy of positive health; and the provision of opportunities 
to collaborate with the medical and other professions concerned with 
health. 

The student must be in a senior year at the School of Nursing or 
have the consent of an instructor. 

The course focuses on the development of the student as a family 
and community health worker. It includes nursing care in a tuberculosis 
hospital and clinic and participation in emergency and disaster pro- 
grammes, and the study, evaluation, and application of the principles 
and concepts of nursing care in homes, schools, places of work and 
communities. 

The emphasis is on the nursing knowledge and ability needed to 
promote health, prevent illness and disability, care for persons with 
acute and long-term illnesses outside hospital (with the exception of 
tuberculosis care, which will include hospital as well as home care). 
The course includes the nursing aspects of habilitation and rehabilitation, 
accident and emergency nursing. It reveals the complexity of the 
health needs of individuals, families, groups and communities. It 
concentrates on selected learning experiences that will stress principles, 
give the student opportunity for solving problems and synthesis of 
learning, and stimulate the use of critical judgment and reflective and 
creative thinking. Simultaneously, a definite attempt is made to meet 
the individual needs and interests of students. The faculty assumes 
responsibility for the supervision and guidance of the students, and 
theory and practice are concurrent. 

Departmental representatives from the University, the State Health 
Department, and the local United States Public Health Service office 
all help. Sanitation, social welfare, nutrition, health education, etc. 
are taught practically. 

In a class of approximately 30, progress is assessed by written tests, 
classroom discussions, mid-term and final examinations, and pre- 
information tests. 

In practical work, self-evaluation work sheets are used. Actual 
work performance in the homes is observed at the time visits are made. 
Recording is evaluated. The use of agency and other community 
facilities is taken into consideration. How the student plans her 
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experience and helps to organize it is taken as an important indication 
of progress. The initiative she shows in seeking assistance when she 
knows she needs it is often revealing. 

Basic baccalaureate students enroll in this course for 9 units (18 hours 
per week, 6 of theory, 12 of practice). General nursing students enroll 
for 6, the tuberculosis section being delected. 


Outline for community health nursing theory 


Unit I: The nurse as a family health worker in the community. 


1. Synthesis of prior knowledge (sociology, psychology, nursing). 
New concepts and knowledge as they relate to nursing in families and 
communities. 


(a) Structure, composition, relationships of families. 
(6) Health of families as it affects community health. 
(c) Community health as it affects family health. 

(d) Community structure for health. 


2. Health needs of a family (normal and otherwise). 


(a) Analysis of health needs of individual family members. 
(b) The family’s health as affected by the health of the individual 
member. 


3. Etiological factors and problems (family and community) affecting 
nursing care and services. 


(a) Intrinsic—e.g., parenthood, developmental problems of ado- 
lescence, geriatrics. 

(b) Extrinsic—e.g., housing, economic security, air pollution. 

(c) Major health concerns and problems—e.g., birth rates, morbidity 
rates, etc. 


4. Professional health guidance for the nurse as a family health worker 
in the community. 


(a) Nursing objectives for family health guidance. 
(b) Study and evaluation of nursing knowledge, skills and abilities 
for family health guidance. 


5. The community health nurse as a family health worker. 


(a) Recognition of the rights of families in matters of health. 

(b) Determination of health needs of families for health care. 

(c) Ways of meeting family health needs, including professional 
health guidance. 
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(d) Specific ways of meeting selected health needs in family and 
community. 


Functions of the nurse in special services and in individual care, e.g., 
tuberculosis, other morbidity services, occupational health, school 
health programmes. 


Unit II: The nurse as a member of the health and welfare team. 


1. Review of prior knowledge and introduction to new concepts of 
community health structure and organization. 


2. Critical analysis of team concepts and the varying composition of 
health and welfare teams. 


3. Critical evaluation of the knowledge and skill needed by the commu- 
nity health nurse for team membership. 


(a) Basic and special community health and welfare services, e.g., 
nurse’s participation in disaster programmes and epidemiological 
investigation. 

(b) Study and evaluation of the nurse’s role in a particular 
community. 

(c) Health factors influencing the development, extension and 
elimination of nursing services as they relate to other community 
health and welfare needs, services and programmes. 


Unit III: The community health nurse in human ecology. 


The locale of the nurse’s professional work is the community—a 
fluid and complex structure composed of individuals and families whose 
bonds are constantly forming and re-forming in response to social, 
economic, political, philosophical and technological stimuli. It is 
important that the nurse know what these bonds are and perceive the 
nuances of behaviour that presage change in order to act appropriately. 

In effect, this unit summarizes the course, deals with aspects that 
affect the nurse, and gives her an opportunity to re-examine and clarify 
her philosophy of community health nursing and community health. 


1. Re-examination of the philosophy of community health nursing and 
of the nurse’s role as affected by factors in flux such as medical and 
technological discoveries and changes, demographic facts and predictions. 


2. Exploration of current research on community health nursing and 
outline of the research needed. 
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3. Utilization of research on “‘planned change’’ in providing nursing 
care and services. 


The nurse as a family health worker in the community 


Nursing in the care, prevention, and control of tuberculosis. The 
objectives are to study the epidemiology, management and control of 
tuberculosis as a long-term communicable disease and its implications 
for the nurse in the hospital and in the community; to show how the 
nurse can increase the patient’s knowledge of the meaning of long-term 
illness and the underlying psychosocial factors affecting adjustment to 
illness, treatment and rehabilitation; to develop the nurse’s ability to 
help the tuberculosis patient and his family cope with the problems 
created by long-term illness; to promote understanding of the role of 
other members of the health and welfare team in the total care and 
rehabilitation of the patient. 


I. Individual, family and community aspects of the tuberculosis problem. 
A. Incidence and prevalence of tuberculosis in the community, 
state, nation and world: 
(1) the changing pattern and extent of the problem; 
(2) factors influencing the care of patients with long-term 
illness. 

B. Community care and rehabilitation: 


(1) cost; ’ 
(2) facilities for care; 
(3) advice and employment. 


C. Stresses in long-term illness: 


(1) physical, social, emotional and financial; 
(2) changes in family and community relationships. 


II. Role of the nurse. 


A. Challenges and skills. 
B. Protection and infection. 


C. Attitude of the nurse toward tuberculosis and long-term illness 
and its influence on patients and their families. 


D. The nurse as a contributing member of the therapeutic team in 
total patient care and rehabilitation: 
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(1) joint planning and co-ordination in meeting needs of patients 
and families. — 


Medical and scientific knowledge essential to understanding 


tuberculosis as a long-term illness and a public health problem. 


A. 


D. 
5. 


Review of anatomy and physiology of respiration: 


(1) mechanics of respiration; 
(2) effects of impaired respiration. 


. Review of bacteriology—the tubercle bacillus: 


(1) laboratory diagnosis. 


. Review of the pathological processes in tuberculosis: 


(1) primary tuberculosis; 

(2) reinfection tuberculosis; 

(3) extra-pulmonary tuberculosis; 

(4) familial susceptibility and other factors. 


Classification. 


Conditions co-existing with tuberculosis, e.g., pregnancy, diabetes, 


alcoholism. 


IV. Treatment of tuberculosis. 


A. 


B. 


Medical management: 


(1) anti-microbial therapy; 

(2) regulation of activity and its significance for rehabilitation; 
(3) nutrition; 

(4) emergencies. 


Surgical therapy. 


VY. The nurse in the community organization for the care, control and 
prevention of tuberculosis. 


A. 
B. 
C. 


Home care programmes. 
Out-patient care. 
Case-finding: 


(1) surveys and screening. 


. Community education. 


Immunization. 
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Practical work, carried out concurrently with lectures on theory, 
will concentrate on meeting the nursing needs of tuberculosis patients 
and families wherever they may be. Students will be given practical 
experience of a long-term communicable disease to help them under- 
stand the emotional, social, and economic impact of tuberculosis upon 
patients, their families and the community. Opportunities will be pro- 
vided for students to learn how to help patients and their families cope 
with their many and varied problems and, in the process, relate their 
nursing services to other services needed by patients and families. 


Practical work for the student nurse 


The purpose of the course of practical study is to provide the student 
with opportunities: 


(1) to learn, through continuous contact with selected families 
known to a particular community health agency, about the changing 
nature and the complexity of family and community health concerns 
and problems; 


(2) to see how the point of view of the individual family members, 
the family as a whole, the community, the community health nurse and 
the health agency influences the kind and extent of nursing participation 
and also determines the criteria for evaluation of the results of both the 
individual nurse’s efforts and those of the entire nursing service; 


(3) to bring together old and new knowledge and sharpen the 
ability of the nurse to put them to use when she becomes a family or 
community health worker and team member; 


(4) to increase and extend knowledge and ability to teach groups, 
to stimulate the formation of groups for health teaching, to interpret 
community health nursing to special groups, to co-ordinate nursing 
services to families; 


(5) to define and meet the nursing needs of tuberculosis patients and 
families; 


(6) to understand and participate in civilian emergency and disaster 
plans and engage in epidemiological investigations. 


The student works with a small number of families. These are 
selected on the basis of the health situation in the family, the student’s 
background, and the knowledge and ability she needs to develop in 
community health nursing. Although the initial reason for contacting 
a family may be to meet the nursing care needs of a particular member, 
the student’s concern is with the health of the entire family. She is 
helped to initiate nursing care in the area and expressly to meet the 
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family’s needs. Care will include the health appraisal of the entire 
family and an attempt to improve its health. 

The student is given the opportunity to visit selected occupational 
health schemes covering the wage earners in the families where she is 
giving nursing care. In industry, the student observes and studies both 
the function of the occupational health nurse and the programme. In 
families where there are children of school age, she observes and studies 
the school health programme and participates in selected nursing 
activities. In all of these settings, community, home, school and 
industry, opportunities will be sought to increase her knowledge and 
provide experience in emergency and disaster nursing. In addition, 
the student will learn how emergency care is provided through a commu- 
nity hospital and how the community plans for civil defence, and, 
whenever feasible, she will help where nursing care is needed. 

All practical work is under the guidance and supervision of a Univer- 
sity faculty, and will include individual and group conferences. No 
attempt will be made to have the student learn all about any one particular 
community health agency. The emphasis will be on the application 
of prior knowledge and principles, and on increasing the student’s 
consciousness of what she can do to assist families and communities 
to desire, plan for, and attain a high degree of healthful living. 

Community health agencies are approached by the University of 
California faculty } for a two-fold purpose: to discuss nursing objectives 
in general, and specifically those of the graduate programme, particularly 
in relation to practical community health nursing; and to ascertain if 
they are interested in participating in this phase of the programme in 
public health nursing by offering opportunities for the students to gain 
practical experience. | 

Subsequent conferences are planned to work out the details; those 
agreed upon are committed to writing in the form of general agreements. 
These agreements are then approved by both the agency and the Uni- 
versity School of Nursing and form the basis for planning practical 
work. ‘They are reviewed yearly and modified if necessary. 

The public health nursing administrator in the agency frequently 
either assigns one of the administrative staff to work with the University 
faculty or assumes responsibility herself. If the latter, contact during 
detailed planning and actual operation may be infrequent; however, 
co-operation goes on at all times, through regular written memoranda 
or conversation (any changes or new decisions are put in writing, dated, 


* The Director of Public Health Nursing of the California State Department of Health and her 
staff and members of the University faculty meet frequently. One of the purposes is to enable the 
members of the faculty to indicate the type of practical work needed and listen to suggestions on where 
suitable work may be available. The faculty then adopts one of the suggestions. 
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reviewed, confirmed as correct and filed for future reference). Together 
these two or three persons (the representative or representatives of the 
central nursing administration and the local agency liaison nursing 
personnel and the University instructor in public health nursing) select 
a fairly wide range of desirable and available practical work in conformity 
with the objectives of the University baccalaureate programme. This 
preliminary planning within a wide and flexible framework occurs at the 
beginning of the academic year, but this does not preclude changes 
being made, as needed, at any time by joint agreement. 

The health service staff is informed of what is planned, and given 
a clear idea of the objectives, for its interest, support and active 
involvement (by selection of suitable families) in the programme is 
vitally essential to its success. The nursing faculty always offers to 
conduct, or at least be present at, this briefing of the health service staff 
and to plan with it how it will assist in evaluating the programme halfway 
through and at the end. 

These conferences with the health service staff also serve for the 
discussion of any special concerns or problems in relation to student 
activities. It is anticipated that, as these conferences are repeated and 
understanding grows, interest will increase and helpful suggestions will 
be made to improve the programme. The staff of the health service 
is kept informed of any radical changes in curriculum design or content, 
usually through the member who is a member of the School of Nursing 
public health nursing curriculum committee. 

The families selected for practical work are reviewed by the University 
faculty in terms of numbers and distribution, and the students then 
select one family each for their first visit. 

Operating details of the scheme include the most suitable time to 
visit; whether the nurse prefers to introduce the student to the family 
herself and discuss the family with the student before the visit; how 
the student will keep the nurse informed of what is happening to“ her 
family’’, how to contact her when a family is being discharged or what 
to do if a new family in the nurse’s district approaches the student; 
where the student’s records will be kept, how the faculty will keep 
the health service informed about families, etc. 


General comments on practical work 


Practical work is given for 2 days a week for 15 weeks either in the 
fall or spring semester, and is concurrent with the theory class. Univer- 
sity instructors work out a suitable way of keeping the teachers of 
theory informed on how theory and practical work are fitting together, 
and on special needs or interests. On the first practical day the faculty 
reviews with students in a group (later individually as needed) in some 
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detail the objectives of the School, stresses the importance of the student’s 
being cognizant of these objectives and consistent when thinking about 
her own specific goals, interests, needs and what type of learning expe- 
rience she believes might help her reach her goals; explains why it is 
desirable for each student to put down in writing what particular learning 
experiences she would like to have, and why each student’s objectives 
(in line with the School’s) must be ready in writing for discussion on the 
first day of her practical work, and emphasizes her responsibility for 
knowing the criteria that will be used to evaluate her performance. The 
student will be free to ask questions and make suggestions for the improve- 
ment of these criteria. 

By about midterm, the student will be visiting and studying 6 to 8 
families, concentrating, wherever feasible, on families needing maternal 
or child health supervision. However, each family will have different 
social, economic, cultural and health backgrounds and the health 
concerns and interests of the family as a whole and of individual members 
will vary. There may be complete families; unwed mothers with 
children; and families with one parent not at home. Through careful 
selections students will have an opportunity for the health guidance 
and teaching of children of different ages from infancy to young 
adulthood. 

It has been ascertained that in following this pattern, the student, 
in most instances, will become concerned with acute or chronic morbidity 
problems (or both) among different age groups. 

Health service personnel will instruct the students very briefly 
on the first morning about the general set-up and introduce them to 
those persons with whom the student will have immediate contact. 

From time to time, at the request of the faculty or the student or 
at the discretion of the health service supervisor, and usually in relation- 
ship to a specific learning experience, either group or individual 
conferences will be planned, with the assistance of such personnel as 
the health officer, the nutritionist, the social worker, or the school 
psychologist. 

By the time the student has been working with the health service 
for two days a week over a semester, she will be quite conversant with 
the health service programme in general and very familiar with particular 
aspects. She will also have had considerable contact with various 
members of the health and welfare team within and outside the service. 
Manuals of health service policy are available for reference, and there 
is a specific agency person to whom students and the faculty turn for 
assistance in interpreting this policy. 

Any clarification of the role of liaison personnel of the health service 
or of the University instructor that is needed is given at any time. 
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, placed on the fact that the health service feels strongly 
ersity, through their instructor, must be responsible for the 


The appointment of a specific liaison officer by the health service 
is essential. He (or she) serves as representative of the health service 
after the initial plans have been made. He arranges for the preliminary 
briefing of the health service staff. He informs the health service of 
any special adjustments that are necessary in the initial plan. He 
keeps the health service staff informed of changes and encourages their 
suggestions. He commits to writing the operating details of the plans. 
He serves as a liaison officer between the faculty and the health adminis- 
tration, advises, helps the faculty in its planning, and participates in 
conferences evaluating progress. 

The nursing faculty is responsible for the initial contact with the 
health department and subsequent arrangements, as well as for annual 
review of the arrangements and any changes. A week before practical 
work begins, it meets the liaison staff to review and make the final 
selection of families for the students. It interprets the programme to 
the health administration, the liaison personnel and, if invited, the staff. 
It agrees upon the general orientation of student. It keeps the liaison 
officer informed of what is happening in the families students are visiting 
and of special problems. It is, with the students, responsible for the 
evaluation of their performance. It is responsible for instruction and 
guidance of the student during practical training. With the health 
staff and the liaison officer, it plans the final over-all evaluation. It 
reports to the Dean’s Committee any special problems, makes a yearly 
review, discusses new ideas with the University Community Health 
Nursing staff, and asks for suggestions and comments. It is responsible 
for co-ordinating the practical work programme with the graduate 
programme as a whole. 


Other details in practical training 


Plans for individual and group evaluations in relation to general 
and specific objectives are reviewed during the first week of the course 
in a group and repeated individually as necessary. 


Holidays. The student has the usual University holidays and, in 
addition, any that the health service observes. 


Transportation. Students provide their own cars and run them at 
their own expense (unless they have a fellowship that provides for 
mileage). This provision is written into the agreement between the 
health service and the University. 
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IllIness. There is a university health service in San Francisco. 
Local arrangements for emergencies are discussed. 


Dress. Tailored street clothes, shoes, without elaborate or expensive 
jewellery. 


Equipment. Nurse’s bags and contents are provided by the health 
service or University (noted in general agreement). Care and replace- 
ment are subject to discussion (all details regarding equipment also 
appear in the agreement between the health agency and the University 
School of Nursing). 


Postgraduate education 


One of the serious problems of collegiate nursing education in the 
United States is the young nurse who shows great promise, spends a 
relatively short time, if any, in nursing after graduation, marries and 
raises a family, and then wishes to come back into nursing, either part- 
time or full-time. We need to think of ways in which this young woman 
can be quickly brought up to date and her abilities utilized. This 
is of particular importance to help meet our tremendous need for good 
teachers. We need to devise a programme to help these prospective 
leaders and teachers increase their skill and prepare them for junior 
teaching positions. 


Research 


No discussion of nursing today can be complete without some 
consideration of research. 

While the degree programmes do not train the students to do research, 
they should provide a sound general idea of what constitutes good 
research, and discipline the student’s mind to a problem-solving approach. 

There is a scarcity of research in training which is typical of the whole 
field of nursing rather than of any special area, such as community 
health nursing. One of the main reasons for this is lack of trained 
workers. 

Increased emphasis in studies and research is being placed on the 
relationship of nursing to patient, family, and community care, on 
counselling and emotional health, and on a rehabilitation-oriented 
approach to each patient, family, and community situation. The 
numerous variables inherent in nurse, patient, family, and community 
situations pose complex methodological problems. A great difficulty 
is that there seems to be the lack of a theoretical framework. 

The majority of recent studies in nursing have been made by social 
scientists, sometimes with the collaboration or assistance of nurses, 
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but more often without. The research workers from these fields have 
given much time and energy to the nursing profession, and provided 
valuable material. But they are not able to take the final step necessary 
to produce real clinical nursing research: they cannot bring experience 
in the practice of nursing and the insight which only that experience 
can provide. 

Degree programmes in nursing have two responsibilities towards 
students. One is to find young nurses with capacity for and interest 
in research, and encourage them to embark upon it; the other is to 
train all nurses to be able to evaluate critically existing research in 
nursing and related fields and to collaborate with others in the kind 
of small research studies that will improve nursing practice. 

While studies in public health, school and industrial nursing have 
been few, some have been exceptionally good. In a few instances, they 
have been done by nurse researchers working with doctors, social workers, 
and others who are vitally concerned with the care of the patients and 
their families and community health problems. 

Nursing is still striving to acquire professional standing. To this 
end, there must be a specific science of nursing—a body of knowledge 
upon which the practice of nursing is based; and this body of knowledge 
must be systematized and ways of utilizing it discovered. This is the 
task and the challenge of research in nursing today. 

We need to be willing to experiment, to find different ways of planning 
practical work in community health nursing. If we have, for example, 
a school or an industry where there is a good family health service, 
practical work might well be based on it, and there is no reason why it 
should not be the centre of all community health nursing practical work. 
The reason such a school or industry is used so seldom for this purpose 
is that personnel and resources are limited or the training it offers does 
not fit in with university needs and requirements and it is therefore 
less suitable than a community health agency. 

We should bear in mind that the graduate just beginning her career 
in nursing is only prepared—well prepared, we hope— for junior positions 
in community health nursing, and these under supervision. She is not 
an experienced public health nurse, and it is fair neither to her nor to 
the employing agency to expect her to be. However, with proper 
supervision and in-service education she should soon become an expert 
practitioner in her chosen field, with a keen sense of responsibility and 
the stimulus to find new and improved ways of providing family and 
community health care. 

If the student selects other areas of nursing, it is to be hoped that her 
community health nursing experience will give her understanding of 
public health practice. 
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It is important, in the evaluation of a programme as a whole, that all 
factors and each component be carefully weighed and scrutinized, 
because what may be very fine in one five-year period may need modi- 
fication and change in the next. Of equal importance is recognizing 
that one must try a procedure or method over a period of time in order 
to iron out some of the inevitable snags, have it run smoothly, and get 
the most from it. Another point to keep in mind is that change, just 
for the sake of change, can be more confusing and frustrating than 
helpful and progressive. 

The goal of all schools of nursing is to prepare nurses for effective 
careers in the nursing field; it is also the primary goal of the baccalaureate 
programme in community health nursing. 


COMPREHENSIVE NURSING EDUCATION 
THROUGH A BASIC PROGRAMME 


GLETE DE ALCANTARA? 


This paper describes the basic programme of the Ribeirao Préto 
School of Nursing for the training of nurses for public health nursing, 
administrative, teaching and supervisory responsibilities. To understand 
the reasons which led the school to start this programme it may be 
helpful to have some knowledge of the development of nursing education 
in Brazil. 

Like many other South American countries, professional nursing in 
Brazil came into being as a part of a much wider movement for sanita- 
tion and public health. Public health officers of the National Depart- 
ment of Health had been in contact with public health services in the 
United States, and persuaded the Government to create a school of 
public health nursing. The first school of nursing, the Ana Neri 
School, on the American pattern was established in 1923. Its first gra- 
duates were called public health nurses, and most of them accepted 
positions in the Nursing Service of the National Department of Health. 

For 10 years there was only one school in the country to offer a 
three-year professional course in nursing. During the period 1931- 
1949 nursing education and practice were regulated by a Federal Act. 
The new schools that came into existence and the old ones, which have 
been reorganized, modelled their courses on that of the Ana Neri School. 
A new federal law for nursing education, passed in 1949, made provision 
for field experience and instruction on it in the last year. 

The rapid social changes in Brazil since the First World War, due to 
the great development of industrialization and increasing urban popula- 
tion, stimulated the expansion of health services. New modern hospitals 
were created and old ones reorganized. Very soon hospital adminis- 
trators became aware of the necessity of graduate nurses carrying out 
administrative functions and teaching and supervising auxiliary per- 
sonnel. However, the scarcity of experienced nurses put a tremendous 


1 Director, Ribeirao Préto School of Nursing, Faculty of Medicine, University of Sado Paulo Brazil. 
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pressure upon recent graduate nurses who, despite their lack of training 
in administration and supervision, had to assume responsibilities as 
head nurses in hospitals and, to a lesser extent, in public health services. 

The basic nursing programme of the Brazilian schools needed, 
therefore, revision in order to train nurses for administrative, teaching 
and supervisory responsibilities. In 1953, when the Ribeiraio Préto 
School of Nursing was established as part of the Faculty of Medicine, 
University of Sio Paulo, the opportunity arose for the development of 
the basic curriculum to keep pace with the needs of the nursing services. 


Aims and objectives of the Ribeirdo Préto School of Nursing 


In 1953 Ribeirao Préto had a population of 80000 (it has grown 
rapidly in the last few years), 4 general hospitals, 3 psychiatric hospitals, 
one health centre and several children’s clinics. It was an important 
educational centre with many secondary and vocational schools and 
schools of pharmacy and odontology. 

In an effort to find out the real health needs of the community and 
the contribution the new school could make towards meeting them, 
a survey was made among nursing personnel of the existing hospitals 
and health agencies. It revealed that no graduate nurses were employed 
by the hospitals or by any other health agencies; all workers had been 
trained under the apprenticeship system; a large majority of them had 
not finished primary school; and 94% of them wanted more knowledge 
through in-service education. Hospital and public health administrators, 
as well as physicians, indicated their willingness to have better trained 
nursing personnel. 

The low social status of the workers in the health services whom 
everybody called “‘nurses’’ set a serious problem as far as recruitment 
of students was concerned. It has been very difficult to introduce nursing 
to the community as a suitable and dignified profession for girls belonging 
to the middle and upper levels of society. 

Having considered how a school of nursing could best meet the 
health needs of the community, and taking into account the nursing 
situation all over the country, it was decided to provide a basic pro- 
gramme that would help the student to understand the social contribution 
of the professional nurse. Nurses were to be trained not only for practice 
in hospitals and in public health agencies, but also for administra- 
tive, supervisory and teaching responsibilities in both services. On the 
ground that “nursing, as one of the disciplines of the health team, strives 
to meet all the health needs of people which are within its province’’, } 


* Wid Hith Org. techn. Rep. Ser., 1950, 24, 5. 
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the school did not confine the teaching of public health nursing to the 
last year only, but integrated the preventive and curative aspects of 
nursing throughout the entire course. 

It was therefore decided that training should be based on the premise 
that the objectives for nurses are: 


(1) to share as members of the health team in the care of the sick, 
the prevention of illness and the promotion of health; 


(2) to understand and appreciate people as members of families 
in the community; 


(3) to acquire knowledge of the factors that contribute to health 
and to the prevention of disease, to acquire the ability to apply this 
knowledge to their own pattern of living and to help the patient and his 
family to utilize that knowledge in regaining and maintaining their 
health; 


(4) to acquire ability to identify the needs of patients and to meet 
as many of these nursing needs as possible within the framework of 
the hospital and the community; 


(5) to recognize the need for desirable interpersonal relationships 
and acquire the techniques by which these may be achieved; 


(6) to gain knowledge and understanding of the principles and 
practice of public health nursing; 


(7) to develop knowledge and understanding of principles of admin- 
istration, teaching and supervision that will serve as a guide to adminis- 
trative, teaching and supervisory practice in the hospital and public 
health nursing services; 


(8) to participate in the community health programme. 


The educational programme 


Having met the requirements for admission,! academic and personal, 
the candidate enters upon a 4-year basic course. 

The total programme is planned to take account of the health needs 
of the student and to develop an attitude and outlook relating nursing 
to health as well as to illness. An outline of the basic nursing programme 
is found in the appendix to this paper. 


1 At present, requirements for admission are four years at a secondary school. It is hoped that 
a new law on nursing education will soon be passed that will make provision for two levels: 


(a) a four-year course leading to a university degree (licenciado), requiring 11—12 years of 
schooling; 


(b) a three-year course leading to a diploma, requiring 8—9 years of schooling. 
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Integration} of social and health aspects of nursing * 


To achieve integration of the social and health aspects of nursing 
in the programme, the school has obtained the participation of all 
members of the staff as well as of the members of the nursing services. 

The public health nursing faculty member responsible for this pro- 
gramme has had considerable experience in the field and has taken a 
postgraduate course in a university school of nursing in the United 
States. She gives the introduction to nursing II (personal hygiene, 
orientation to home nursing and to patient’s care) in the first year and 
teaches the principles and practice of public health nursing in the fourth 
year. She serves as adviser to the faculty and nursing staff and works 
with and through the psychologist, sociologist, and clinical instructors 
in identifying and clarifying the social and health aspects of nuising 
care. She participates in nursing care conferences with students of 
different levels on the wards and in out-patient clinics. Also she takes 
the students to selected homes during their clinical experience. 

All clinical instructors on the faculty have public health nursing 
experience acquired in their basic course. The full-time instructors in 
psychology and sociology have a sound background in social sciences 
and, although coming from other fields, have acquired a thorough 
understanding of modern concepts of nursing and are concerned with 
the integration of social and health aspects of nursing. 


FIRST YEAR 


In the courses on biological and physical sciences emphasis is placed on 
understanding normal body functioning as a basis for the study of hygiene, 
principles and practice of nursing, nutrition and medical sciences. The 
school is making an attempt to correlate these sciences (anatomy, physio- 
logy, physics, biochemistry, microbiology and parasitology) to give 
the students a better understanding of their interrelationship and of 
how knowledge of them can be applied to health and disease. 


Introduction to nursing I and II, social sciences, community health and 
Statislics courses 


The outlines that follow do not include the whole content of the 
course; they were designed to point out the health and social implications, 
which are discussed in the classroom, on the wards or elsewhere. 


* There is much objection to this term “integration’’ by some nurse educators who hold that it is 
the student who does the integrating, not the course. See Heidgerken, L. (1953) Teaching in school 
of nursing, Philadelphia, Lippincott, p. 218. 

* In order to have recent information about schools in the country that were developing the concept 
and practice of integration of the social and health aspects of nursing in the basic programme, an inquiry 
was sent to the 39 schools. Data were obtained from 26: 

4 schools, or 15.40%, were achieving integration; 
11 schools, or 42.30%, were not; 
11 schools, or 42.30%, were making efforts towards integration. 
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Introduction to nursing I. Orientation to nursing, historical and social 


aspects of nursing in Brazil. 


Content 


Role of nurses in the community 
health programme. 


Programme of studies of the school. 


Social factors which influenced the 
establishment of schools of nursing 
in Brazil. 


Ability to communicate and work 
with others. 


Development of critical thinking. 


Learning Experiences 


Observation of work done by nurses 
on hospital wards, in out-patient 
departments, and in the public health 
nursing field (class divided into very 
small groups for different kinds of 
observation). 


Small-group discussion to share 
observations and to list functions 
observed. Understanding, through 
list of functions, the need to study 
all disciplines in the programme in 
order to acquire good preparation 
for nursing activities. 


Study of development of schools of 
nursing in the country as a way to 
prepare personnel to help people 
meet health problems. 


Provision for development of com- 
munication skills through presenta- 
tion of material available in text- 
books and magazines. 


Discussion of material presented by 
the student. 


Introduction to nursing II. Personal hygiene, orientation to home 


nursing and to patient’s care. 


Unit I 


Content 


Importance of good mental and phy- 
sical health to the nurse. Signifi- 
cance of physical examination find- 


ings. 


Learning Experiences 


Understanding the more common 
and important health problems faced 
by the student on entrance to the 
school. 


Use of student’s physical examination 
as a basis in planning her individual 
health programme. 


A continuing student’s health pro- 
gramme with health counselling to 
develop an understanding of positive 
health for herself and for others. 
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Unir Il 


Content 


Personal hygiene integrated in the 
practice of home nursing, including 
use of improvised equipment. Skin 
hygiene, importance of sleep, rest 
and exercise. 


Individual responsibility for main- 
taining family and community health. 


Unir III 


Orientation to patient care 


Content 


Relationship of the hospital to the 
community: 


The hospital as a public health centre. 
Co-operation of the hospital with 
other health and social agencies. 
Hospital organization chart. 
Nursing service personnel. 


What the public expects of the nurse. 


Hospital planning to provide a health- 
ful environment. 

Patient as a member of the com- 
munity. 

Care of the patient in the hospital. 


Psychology and mental health 


Learning Experiences 


Practice in the students’ rooms 
utilizing improvised equipment. 


Students learn in their group living 
how to follow health instructions in 
relation to themselves and others. 
Awareness of need for education of 
individuals regarding principles of 
personal hygiene. 


Learning Experiences 


Visits to all hospital services. 
Observation of hospital organization 
chart. 


Observation of the admission of a 
patient. Social and economic pro- 
blems that may be presented by 
patients. 


Students apply the knowledge ac- 
quired in the home nursing course to 
the hospital situation in relation to: 
hospital provision of healthful en- 
vironment for patient; 

hospital facilities for meeting patient’s 
mental, emotional and physical needs. 


This course, starting in the first year, provides a background to the 


whole training. The psychologist is the chairman of the guidance 
committee, assisting the other faculty members to be aware of and to 
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understand the student’s psychological needs. As an adviser in clinical 
teaching she helps students to understand the patient’s psychological 
needs and participates in nursing care conferences. 

She teaches psychology and mental health to the first year class. 
She also teaches psychodynamics, growth and development, and the 
psychology of learning to other classes. 


Content 


Understanding human __ behaviour 
through understanding of self. 
Biological, sociological and psycho- 
logical basis of behaviour. 
Principles of learning. 


Dynamic aspects of the mind. 
Its structure and mental mechanisms. 
Adjustment of personality. 


Normal and abnormal behaviour in 
childhood, adolescence, and adult- 
hood. 


Family relations and implications in 
the development of personality. 


Sociology 


Learning Experiences 


Students are submitted to psycholog- 
ical tests (intelligence and person- 
ality) and the results serve as a basis 
for the guidance and counselling 
programme. 

Provision for improvement of study 
habits. 


Discussion with students of their own 
problems as related to satisfaction 
and frustration in childhood. 


Observation of pre-school and school- 
children in playgrounds in order to 
understand community efforts to 
prevent maladjustment and to pro- 
mote mental health. 


Like psychology, this course starts in the first year and provides a 


Content 


General knowledge of society. Study 
of social processes and social rela- 
tionships and how they apply to the 
nursing profession. 


Understanding of meaning of culture 
and cultural institutions as they affect 
personality, development and _ be- 
haviour. 


Study of social institutions and their 
functions. The family, the church, 
the government, and the school. 


background through the whole of the training. 


Learning Experiences 


Students discuss the specific factors 
that contribute to make their social 
environment more complex than in 
their parents’ time. 


Students discuss the economic devel- 
opment of a country as it relates to 
the health status of the people. 
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Content 


Urban and rural communities in 
relation to health. 


Social aspects of illness from the 
standpoint of diagnosis, treatment, 
and acceptance in different societies 
and different social groups. 


Community health and sanitation 


Content 


Factors which determine the physical, 
social, and economic well-being ofthe 
community. 


Sanitary measures instituted to pro- 
tect people’s health such as: 

safe water supply; 

sewer systems; 

collection and disposal of garbage. 
Supervision of the production, pro- 
cessing and distribution of milk. 
Rodent and insect control. 

Housing regulations. 

Effects of poor housing on public 
health. 

Chagas’ disease in Ribeirdo Préto 
area. 


Health statistics 


Content 


Significance of statistics in public 
health work. 

Simple methods of calculation of 
rates. 

Meaning of terms such as: 

crude birth-rate; 

crude death-rate; 

maternal mortality rate; 

infant mortality rate; 

morbidity rate; 

graphic procedures. 


Learning Experiences 


Students discuss customs, supersti- 
tions, and prejudices as they affect 
nursing care. 


Survey of certain aspects of com- 
munity life. 


Learning Experiences 


Study of statistics showing morbidity 
and mortality rates of the most 
prevalent diseases in the community. 


Field trips to city water supply, 
sewage and garbage disposal, dairy, 
and industrial plant. 


Learning Experiences 


Practical exercises of calculation of 
rates. 


Checking of tabulations, graphs, and 
conclusions from medical publica- 
tions to discover misuses of statistics. 
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SECOND YEAR 


In each clinical service,! classes, lectures and bedside instruction 
are given concurrently with practice, and emphasis is placed on com- 
prehensive nursing care, which includes disease prevention, health 
instruction, and rehabilitation. The public health nursing instructor, 
the psychologist, and the sociologist participate in the nursing care 
conferences conducted by the instructor of each clinical area in order 
to discuss with students their patients’ problems. 


Medical and surgical nursing 


An approach to medical nursing has already been given during the 
second semester of the first year in the course of orientation to patient 
care (introduction to nursing II). 


Content Learning Experiences 


Factors which lead up to the illness 
or condition (medical, social, and 
personal). 


Patient-centred nursing care. 


Consideration of the individual who 
has the illness. 


Nursing care conferences. 


Awareness of the significance of such 
psychological factors as: 

patient’s feeling about his illness and 
the limitation it places upon his 
activities ; 

emotional stability of other family 
members; 


surgical, obstetrics, and paediatrics. 


family’s attitude towards patient; 
social and sociological problems. 


What the patient and his family need 
to know about the illness to help 
effect his rehabilitation and to prevent 
recurrence. 


Psychological effects of long conva- 
lescence in patients. 


Films pointing out preventive and 
rehabilitative aspects of illness. 


Out-patient planned experience in 
relation to what the student is learn- 
ing at that time. 


Home visits with public health nurse 
for observation of home environment 
and for interviewing the family of the 
patient to whom the student is giving 
nursing care on the ward or to follow 
up patients she has already taken care 
of in the hospital. 


1 Clinical experience is given at the University Hospital, which has four main services, medical, 


Students are attached to other hospitals of the community for 
experience in psychiatric, communicable disease, and tuberculosis nursing. 


94 


ASPECTS OF PUBLIC HEALTH NURSING 


Content 


Facilities in the hospital and com- 
munity which can be used to help 
the patient with his illness to return 
to normal life. 


Psychiatric nursing 


Learning Experiences 


Nursing care studies. 


The students have already acquired a basis for understanding the 
dynamics of personality development through the psychology courses. 
Psychiatric nursing experience helps the students to broaden their 
understanding of the self and its relationship to others and to develop 
in themselves an objective attitude towards psychiatric illness and the 
nurse’s role in treatment, re-education, and prevention. 


Content 


Dynamics of behaviour in health and 
illness—physical and mental. 


Social significance of mental illness: 
prevalence, prevention, and cost. 


Social problems associated with 


mental illness. 


Community facilities for the care 
of the mentally ill. 


Learning Experiences 


Films in which preventive aspects of 
mental illness are stressed. 


Participation in the integrated pro- 
gramme of patient care, which in- 
cludes occupational and recreational 
therapy. 


Nursing care conferences. 


Study of patient’s history to under- 
stand factors that influenced develop- 
ment of illness. 


Presentation of psychiatric cases in 
staff conferences. 


Observation in the clinic where 
patients are interviewed by _ the 
psychiatrist. 


Study of statistics showing rate 
of mental illness in comparison with 
physical illness. 


Visit to patient’s home with public 
health nurse. 


Visit to a private psychiatric hospital 
in the community. 
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Nursing of children (including course on growth and development) 


Content 


Different developmerit levels of nor- 
mal infants, pre-school children and 
schoolchildren. 


Role of home environment. 


Importance of play in childhood. 


Importance of correct formula pre- 
paration. 


Causes of mortality and morbidity in 
children and ways of reducing them. 


Importance of continued health 
supervision throughout childhood. 


Obstetric nursing 


Content 


The family as the basic unit of social 
structure and a community asset. 


The arrival of a baby as a major 
event in family life. Family and 
home preparation. 


Learning Experiences 


Observation of normal infants in 
hospital nursery, pre-school children 
in nursery school and schoolchildren 
in school situation. 


Discussion with psychologist of ob- 
servations made in order to correlate 
knowledge of normal infant, pre- 
school and school child with know- 
ledge of sick children on the ward. 


Patient-centred care. 
Play period and play therapy on 
ward. 


Formula preparation. 


General precautions against child 
illness. 


Planned out-patient experience where 
students have an opportunity to give 
instruction to mothers so as to 
promote understanding of normal 
growth and development in infants, 
pre-school children and schoolchil- 
dren in regard to physical and 
psychological needs. 


Nursing care conferences. 


Home visit with public health nurse 
to observe home environment and 
to talk to parents regarding their 
child to whom the student is giving 
care in hospital. 


Learning Experiences 


Comprehensive nursing care to moth- 
ers and new-born babies. 


Films showing aspects of maternal 
and infant care. Out-patient oppor- 
tunities for teaching groups of 
pregnant women regarding: 
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Content Learning Experiences 
Superstitions related to the pre-natal significance of pre-natal care; 
period, labour and child-birth. importance of knowledge of certain 

signals of complications of pregnancy; 

Role of the nurse and her oppor- when to enter the hospital; 
tunities for giving instruction to admission procedures. 
prospective parents. 
Significance of continued health Class teaching on wards: 
supervision for mother and child. mother, personal hygiene; 
Adequate maternal care includes daily care of new-born; 
complete health services. demonstration of infant’s bath, 


handling and dressing; 
continued health supervision for 
mother and child. 


Community responsibility for pro- Community facilities for meeting this 
viding facilities for adequate care. need. 


Knowledge of community resources. 


Psychological and sociological pro- Visit with public health nurse to 

blems of unmarried mothers and home of discharged mother and baby 

abandoned children. to whom student has given nursing 
care. 


Public health nursing course 


Through integration of the social and health aspects of nursing, the 
student has acquired a background to the public health nursing experience 
to be given in the fourth year. Through clinical experience the student has 
developed an ability to care for the whole patient, to view him as an 
individual, as a member of a family and of the community to which he 
will return. She has also developed a knowledge of the community’s 
health problems and of the resources available to meet them. Visits to 
patients’ homes have acquainted her with situations found in the home 
and with some problems faced by the family. 


The public health nursing classes are given at the very beginning of 
the fourth year, and are composed of the following courses: 


public health nursing; 

epidemiology; 

social work as related to public health nursing; 
organization and administration of public health work. 


Public health nursing practice is provided after completion of the 
courses on theory. The students have 12 weeks of practical community 
health work in both urban and rural areas. 
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Public health nursing 


The general objective is to train students to apply their nursing 
knowledge to situations found in the home and in the community. 


Unit I 


Principles and trends in public health nursing. 

Historical development of public health nursing. 

The public health nurse as a member of the community health team, 
Responsibility of the public health nurse for meeting society’s needs. 


Current problems and trends which influence public health nursing: 


number and distribution of nurses and ratio of public health 
nurses to Brazilian population; 

functions of the public health nurse in federal, state, and local 
health services 


The family as a unit of service: 


family health service; 
value of generalized nursing service. 


Socio-economic problems faced by families living in urban and rural 
areas: 


social and cultural patterns found in rural communities and their 
implications in the public health nursing programme; 

housing situation in the rural area; 

Chagas’ disease as a public health problem. 


Community health and social welfare agencies offering services to 
the public health nursing service: 


federal health agencies; 
state health agencies; 
local health agencies; 
private agencies. 


Significance of health education in health conservation and rehabili- 
tation for the individual as a member of a family and of the 
community. 

Role of health education in the preventive health programme. 

Methods and techniques utilized in the public health programme. 

Opportunities for health education offered in home visits, with 
ambulatory patients, in schools, and in industry. 
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Acute communicable diseases with respect to: 


causative agent; 

source of infection?” 
mode of transmission; 
period of communicability; 
susceptibility ; 

immunity. 


Public health measures for the control of communicable diseases. 
Prophylactic measures, care and treatment of patients, care of 
contacts, environmental sanitation. 


Public health work in relation to: 


smallpox, chicken-pox; 
4» } Measles, mumps and whe oping ePuahe 
diphtheria ; 
epidemic, meningitis; ; 
tuberculosis; 
ve gil typhoid fever; ‘ 
food. infection and food. poisoning, (Salmonella, Shigella. 


» eel SPFOSY: 2 ne 
a COR 
~ poliomyelitis; 
_ Infectious, hepatitis; 
! _, tetanus. .. 


adele Ie Mieccdivcdssiticl seminars, library study, written assign: 
init. = examination. iD | aq < | 


aris and administration of public health work. 


a ‘Concept of public health—history and evolution. 
| Preventive medicine and its levels. of application. we? 
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sanitation; 
industrial hygiene; 
prevention of industrial hazards and occupational diseases. 


Public health services: 


local and state; 
federal and international. 


Public health laws. 


Public health nursing practice 


The lack of a public health nursing service in the community led the 
school to combine with the department of preventive medicine of the 
faculty of medicine to establish a service to be used for field work by 
both nursing and medical students. 

This programme provides generalized health services to a limited 
number of families, usually to those who have one or more members as 
in-patients or out-patients in the University Hospital. Every effort was 
made with local health and social agencies to ensure co-ordination and 
continuity of health protection and care of families. 

This new service offers to the student guided field practice in the 
home and observation and participation in community health programmes 
centred in public health clinics and schools in the city and in rural areas. 
The learning experience provided during these twelve weeks of public 
health nursing is designed to help the student to develop an awareness 
of the major community health needs. Ways and means of utilizing 
community resources to deal with the problems raised by high infant 
morbidity and mortality rates, high tuberculosis and Chagas’ disease 
rates are considered through family studies. Great emphasis is placed 
upon the real contribution the public health nurse can make as a member 
of the community health team. 

A plan for the field work is prepared by the staff, and provides for 
the student’s observation of and increasing participation in public health 
nursing practice. The family approach is used, and the selection of 
families for home visits is made according to the student’s needs. 

_ > During the period of orientation the student becomes acquainted 
with the service programme, policies, and field work through observation 
during, visits, demonstration of procedures in the office or home, and 
- individual” or group conferences. The student’s experience provides 
. for activities in all_services, such as: 
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planning the day’s work; 

bedside care of the sick; 

individual teaching; 

group teaching; and 

recording, reporting, referring of cases. 


Opportunities are offered to the students in the various nurse-patient- 
family situations in which the public health nurse functions. The stu- 
dent begins by assisting the public health nurse in carrying out certain 
duties and gradually, with supervision, starts making home visits or 
performing certain tasks. Afterwards the public health nurse holds 
a conference with the student to evaluate her visit, pointing out her 
strong and weak points. 

By the end of her field work the student has been provided with the 
following learning experiences: 


nursing care and health guidance to individuals and families, at 
home, school, work and out-patient clinics; 

co-operation with other professions and citizens’ groups in studying, 
planning and putting into action the community health pro- 
gramme; 

participation in the educational programmes for community groups, 
such as instruction in home nursing. 


Preparation for administrative, teaching, and supervisory responsibilities 


Although fully aware that courses in administration, teaching and 
supervision are normally part of a graduate programme, the school 
introduced them into the basic curriculum so as to prepare nurses for 
the responsibilities the country demands from them. 

A basic programme was formulated to provide the student from the 
first year with a sound foundation for the courses in principles and 
practice of administration, teaching, and supervision. Throughout 
her clinical experiences the student slowly acquires the habit of planning 
the several phases of nursing care and of utilizing opportunities to teach 
her patient. However, at present the school is not yet certain of what 
should be included in the content of the courses to make them more 
useful to future nurses; the course is still experimental. 
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Basic conceptions about learning. 
Motivation. 
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Practice teaching under direction of ‘the ‘instructors (the student 
prepares lesson plans and teaches the auxiliary personnel, on the 
ward). 


W molisisd 
_ Discussion of content and hietiodf after practice. we 


Principles: of administration: and hospital organization © %0.sq.o018q 


w2iun smec mi nomwoutiznl es AoOve2 
Unit I 


‘Principles of administration: 
DMB : planning, j2ziniumDs Mi 29 isd} s1sws yilut dauorlilA 
organizing, 1q sisubsie 6 lo ns lserion S18 mol2zivisque 
staffing, 6) es © mule 112 oiesd onl oint nor? bsoubouui 
directing, sod} mow? ebnameb yrinvoo odd esitilidienoqes1 ont 
4 seQrordinating, voi 01 betslummo} esw ommesreoid diesd / 
iG} reporting,. 51 } 10of somsbnual Dnuoe s Ati Y IRoY Izu 
dqudgetingyioque bas .2niross? .noitsieinimbs Yo 9oitos1q 
Unit 000 SORTING ian e100 saiewis Soe of isiovez 01 


trarter var 


Semgeeie of Kanth istration Applied to hospnale! 
historical development of hospitalsy! © 2908/90! 90 Oe 
organization Of thé hospitab71/02 ofl) ;eoetmer o1utel of Lvieen 
medical staff. 

Nursing department. ataranian ben ssitiviian ONT 

Dietary department. rp <jpdaal 

Out-patient'departmenti6 torlose! ol) :gninisel lo sottiane® 

Medical social service departmefits® (6008 2sOqsonoo 956 

Medical records department. MOHBVEOM 
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Therapeutic facilities: 
clinical laboratories; 
radiology; 
blood bank. 


Services department: 
“O85 maintenance; | 
oF Si usekéepinigs 8 ovitevieinienbs 1 
~ laundry.” ; iV IMATE MIOeIIA VIE 


Methods: fe tincatsions, oteatviben: acy stadt wedéten 
assignments, examinations. 


alii service administration ee teaching and supervision: of the 
auxiliary personnel) . ot lixe1G ni eno is o19d 
Section I. “Ward: iitcitaccedtidis 3 oct? mo | ; SIsulsvs bluow 
uiSection Th: Public health nursing service © ‘adininistration, 


; “Tt. was ‘planned to give the two sections concurreuitly, with 4 months’ 
practice. either. on the,wards or in public. health. nursing, | according to the 
student’ S "preference, In, 1958, when this course. was given for. the first 
time, call the, students chose the wards, and, only Section I of the course 
was delivered. ‘The public health. nursing service, therefore, has not yet 
had an opportunity to provide experiences comparable to. the ward 
administration, course. . ) — ; 


Section’ 1.’ Ward administration © 
Unit I 


The hospital as a health and soctalagency in modern society. 
The regpansibiivss ob the bead pup eoiea a0 av 


vie, nit IT, 


“Principles of adriiiistration applied to ward management. 
Auxiliary nursing personnel and other non-professional workers of 
the ward. , 
The assignment of, patients and duties. 
The assignment of:working hours. 


Unit IT 


Provision for physical and psychological , needs. 
Provision for a healthy environment. 
Supplies, equipment and costs. 
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Unit IV 


Principles of supervision. 


Learning experiences 


Students are assigned to wards as head nurse assistants and gradually 
they become responsible for administrative activities and for the teaching 
and supervision of auxiliary personnel. Individual and class conferences 
are held weekly for discussion of problems and ways and means of 
solving them. 


Evaluation of the programme 


There are no provisions in Brazil for a State Board examination that 
would evaluate a school on the basis of the performance of its graduates 
in standardized tests. This school is very much concerned with finding 
answers to the following questions: Have the objectives been achieved 
or are they in the process of achievement? What is the level of compe- 
tence of the graduates? The committee on curriculum is trying to devise 
objective tests for the measurement of general competence after comple- 
tion of the programme, and is also working on a project to follow up 
the graduates with regard to their professional achievements and 
job satisfaction. 

A great deal needs to be done and there is a continuous search for 
a better way to solve present problems in nursing education. In spite 
of all difficulties, the school feels there is a great hope for the future of 
nursing education in Ribeirao Préto. 


Appendix 
OUTLINE OF BASIC NURSING PROGRAMME, 1958 


First Year Instruction Clinical nursing 


hours practice (weeks) 
Introduction to. nursing Ts...» + is teeme 30 
Anatomy and physiology .......... 90 
Chemistry and biochemistry ......... 75 
NUtrition ee se ke ee ee 30 
Physics applied to nursing. ......... 30 
Psychology and sociology .......... 90 
Microbiology and parasitology. ....... 75 
Introduction to nursing II.......... 175 
Community health and health statistics . .. . 45 
Introduction to medical science. ....... 10 


English . ¢scetmetaers (eae act: « ee 60 
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Second Year 


Medical nursing (including diet therapy, out- 
patient emergency care, and skin diseases) . 
Poeeauneny . we ee 
Surgical nursing (including urological, neuro- 
surgical, ophthalmological, and ear, nose, and 
throat nursing, diet therapy, out-patient, 
emergency care, and operating room) .. . 
Neurological and psychiatric nursing (including 
PrN) ws sk ee we wt 
Ethics and professional adjustmentI .... . 


Third Year 


Obstetric nursing (including diet therapy and 

ES eee ee eae 
Nursing of children (including growth and 

development, diet therapy, and out-patient) 
Ceptiopacdic nursing 2.5. 2 Sa ee 
Communicable diseases and tuberculosis. . . . 
Medical-surgical nursing (senior clinical practice) 
wee OO MUNSINS 2. kk kh 


Fourth Year 


Parpee health nursing . . Oe 
SS ae eee 
re ee a” ee 
Organization and administration of public health 
SS sl ss Ue Re oes. 5 5 
Principles of administration and _ hospital 
mrenmerption. i. 6). Sea ae ee ee 
Guidance to learning activities and principles 
Beeching. .. <. sis eee ea. » 
Nursing service administration (including teach- 
ing and supervision of auxiliary personnel) 
Ethics and professional adjustment II 


Instruction 
hours 


75 
15 


45 
15 


105 


Clinical nursing 
practice (weeks) 


12 


20 


13 


— 
oe 


24 


‘’ MODERN SCHOOL OF NURSING»: ‘#022 


LOUISE MixBELE?s iccigolomladidgo Jsoigua 


wie ash ath, worniomimn tenor 
INBWISG-IvO VOR HD .BMIZIun JRO 


Nurses, because of their close contact with patients and their families, 
are in a unique position strategically’ to ‘teach’ and’ promote health: 
This is so in all countries, but it is of particular importance in “Africa, 
where-so many diseases are preyentable, _ The curriculum. of the, basic 
schook of nursing atothe University College Hospitalin, Nigeria: was) 
from its beginning in’1952, Se aa wate this’ pee se re a HHT SE in 


mind. ° ntact 


Aagii LU 


Inception of the school 


Ibadan, with its population of half a million, is the largest city in 
tropical Africa, and must be one of the most exuberant;towns; on earthi 
Besides being the capital of the Western Region of Nigeria, it*contains 
Nigeria’s University College, which was founded 1 in n 1948 and has: ae 
achieved a high academic status. — 

The Medical Faculty of University College. realized.that standouts 
of medical care could not be achieved without a high standard’of nursing, 
and although many Nigerians*had ‘been, and were ‘still) ‘going: tothe 
United Kingdom to train as nurses, it was agreed that a new “school 
of nursing should be established. “University College,. Tbadan, . was 
developed on the British pattern, and none. of. the. universities, of Britain 
has so far considered nursing as a university subject. There has been, 
therefore, no question as yet of this nursing school being an integral 
part of the university. But there has been very great co-operation and 
enthusiasm for the project from the Faculty of Medicine and elsewhere, 
enriching the course and enabling a progressive school of nursing to 
develop in relation to the needs of the whole of Nigeria. Also, in all 
social and cultural pursuits, there has been close co-operation between 
university undergraduates and the students of the school of nursing. 


* Miss Bell's paper describes the school at the time she was there. 


* Nursing Adviser, WHO Regional Office for Africa; Principal, School of Nursing, University 
College Hospital, Ibadan, Nigeria, 1952-1959, 
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| _ The broad abpeonars. were: 


(1) raising’ ‘standards of nursing by ‘the quality of the candidates 
Pegiarpe: and the: nature: of the’ programme offered to them; ‘ 


rie preparation for ‘Teadership by, catering for all the needs of 
students, to enable them to develop as whole and well- balanced people, 
equipped with high professional qualifications; — 


wase integration of theoretical and practical teaching; 


“ 4) “integration of the social and preventive aspects of the subject, 
in theory and in practice, and training of nurses to teach health wherever 
they may be working; fe 


2 (Ses establishment. of anafectbseilal iiieds (iat wuipalaaiial with 
the wishes of students and. their families; and with requirements for the 
senior-nursing» grades of Nigeria), sufficient) to gain full ioagetten a 
thm saan eer Gobet 108 phere os and Wales. 


pire tices oft the school: sided its relationship with the hospital 


“All ‘concerned i in. . the university and the hospital, whether. Rien 
or European, had’ been brought up in, or were used to, the United Kingdom 
pattern of nurse training,, in which the school of nursing is an integral 
part of the hospital, with the matron as. ‘the nursing head of both, and 
the, principal tutor, Tesponsible, under Be for classroom administration 
and theory. | 


Although. it.y was abiions that the cr would, oe very oduaieaatiee 
dependent. on. the student, nurses. for..its, nursing, service, arrangements 
were made allowing the school, to plan. and control the.students’. sPragticah 
work and to develop.as an, educational, institution. 


University College Hospital:is :an:autonomous federal Pea 
governed: by a board set; up, by special-ordinance:of the Federal: Govern- 
ment« It/is:not,;however, understhe control:of:the government medical 
services of the country, though the chief medical: adviser to the: Fedéral 
Government, ail OX: iobicio, am: papain’ gnemiber of its’: head sg of 
management.) qe 13 | 


Although iacare pésponitutlieg: fas aninined with’ ‘the seiHiGRpat 
and staff of the'schoolof nursing, threé’ years after its inception a nursing 
education’ committee of 16°members was established as a committée 
of ‘the hospital board: * This’ meets ‘once, and, if necessary, twice'a year. 
By its representation, it is linked, not only withthe hospital board and 
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the medical faculty of University College, but also, through the chief 
educational and medical advisers, with the general education and medical 
services of the whole country. The field of women’s education is also 
represented, as are the non-medical teaching staff of University College. 
The nursing representatives are the matron, the deputy matron, a tutor 
representing nursing and health teaching, a midwifery tutor, and a ward 
sister. The principal of the school is the secretary and principal executive 
officer of this committee. 

The committee has executive power and advises the board where 
additional money is required; one of its duties is to submit the annual 
budget estimates of the school of nursing. Otherwise its terms of 
reference are, in general, to study the needs of the school as an educa- 
tional institution, to see that it has the requisite staff, equipment, 
facilities and conditions to carry on its work, everything, indeed, that is 
necessary to put the school on a secure and stable economic basis, so 
that it has freedom for proper growth and development. 

Because of the circumstances in which it was created, the school 
has developed a form of independence differing from the traditional 
British pattern. It was recognized by the hospital board of management 
as a distinct educational entity, to which the student nurses belong 
throughout the whole of their course. The principal and staff have 
independent responsibility for the training programme and the conduct 
of the school, including the admission of students and arrangements 
for their practical training. While in hospital, however, the students 
come under the authority of the matron and the ward sisters. 

There has been close co-operation and understanding between the 
school and the hospital, and no friction or tension has arisen. We 
believe that the increased freedom allowed carries greater possibilities 
of developing integration between school teaching and hospital practice. 
Frequent meetings and discussions on practice and standards in the 
hospital are held regularly between the matron and the ward sisters and 
sister tutors. Tutors also go into the wards and departments, following 
up, and working with, the student nurses. 

In Basic Nursing Education, prepared by the Florence Nightingale 
International Foundation and published by the International Council 
of Nurses in 1958, it is stated that ‘‘We can, therefore, lay down the 
principle that basic nursing education is the responsibility of an educa- 
tional institution and, therefore, it is not the responsibility of a hospital, 
although the hospital provides the institution with essential opportunities 
for clinical experience.’’ The truth of this principle cannot logically 
be disputed if it is recognized that the “purpose of the school of nursing 
is education.’’ I feel, however, that the Ibadan pattern overcomes many 
of the problems involved. 
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Recruitment and admission requirements 


The school opened with 12 students on July 1, 1952, and by the end 
of 3 years, it could be said, was well established and bore a good repu- 
tation throughout the whole country. In March, 1959, there were 
252 students. The proposed maximum annual intake is 80. A vital 
factor in its success was that it has been possible to recruit some of the 
best types of young women that Nigeria could produce. Close contact 
with secondary schools was, indeed, one of the first tasks, in order to 
arouse the interest and elicit the co-operation of both the principals and 
the girls. These schools continue to be visited yearly by members of 
the nursing school staff, which involves flying and driving many hundreds 
of miles in all parts of Nigeria. 

We ask that the girls should have completed their full secondary 
education and have sat their School Certificate examination. This 
means that they have had 11 to 12 years’ schooling. 

More and more careers are becoming available to educated Nigerian 
girls, and it is of real importance that the standard of the course offered 
should be maintained and continually improved, in order to continue 
to attract the best girls in the country. This is vital, because it is one 
of the responsibilities of the school of nursing, to recruit and train nurses 
who will not only be able to provide a high standard of nursing care 
in the widest sense, but who will also have the ability to lead, and, in 
the future, to play an important part in the planning and administration 
of nursing services and nursing education in Nigeria. It is true that 
nursing schools that provide a high standard of education attract and 
retain more and better-qualified students. 


Curriculum 


The course lasts 314 years and is divided into Ist, 2nd and 3rd years. 
The final examination is taken after 3 years, leaving a period of 6 months 
for consolidation and for the learning of something more about the 
responsibilities of a qualified nurse. 

After an introductory first term of 4 months, students spend 
approximately 3 months in each ward or department. Five terms of 
study days are arranged, and it is during these that theoretical instruction 
is given and applied as much as possible to the patients being nursed. 

The curriculum is given in the appendix to this paper. Both cur- 
riculum and methods of teaching are kept constantly under review. A 
continuous effort is made to co-ordinate the different subjects taught, 
particularly the scientific subjects. From the beginning, the value of 
situation-centred teaching was realized, and, therefore, as much as 


110 ASPECTS, OF ; PUBLIC, ;HEALTH , NURSING 


possible is centred upon patients, and. their. families. ....The,extent,to which 
this can be done varies according to the number of teachers available. 

It is realized that methods of ‘teaching are probably more’ important 
than’ content, “as“it is possible. thereby’ to stimulate’ iasica and | the 
students” raph gees ies atid interest” in Paeatiites< TO! 


oft 
Staff» } old ac ) 3 we ati mi 10k 
~The ‘staff consists 6r | the een: 1" ccna raweey. to: 9 
in 1955) qualified sister tutors (instructors), including’ 2: public*health 
tutors; a’ tutor in general ‘studies ‘(an’ English’ graduaté);" 2 sisters °in 
charge of Tesidence;'3 experienced sisters who are not’ qualified tutors 
(2 of these district nurse health visitors); a nursing administrator who 
is responsible for the rotation of students in ‘their’ ja a Works 
haga staff; and wardens‘and others.’ iS 903 5 
Teachers; other than’ the’ school: staff, include* many’ sniiversiby 
jecturers—including senior sheetBers: of thie: sapere apres and oie gr 
“sa85~ DSjeol ; ; BV om 4 If < ; 2 IOUT bas U 


a 
ji OFT 


Retreetiom: os bneveritiiie pe aericti ats of tae and preparation 
for health teaching. toed 91 | 


Special emphasis ‘is placed’ ‘on the itegration t into’ ihe Basic pro- 
gramme of preventive and ‘social medicine. ° The curriculum aims’ at 
ifitegrating the teaching of health and the prevention“of disease, with 
emphasis on the understanding by ‘nursing students of their responsibility 
as health teachers in all situations: -It approaches the study°of health 
and diséase from their social; ‘cultural,’ psychological,’ spiritual, and 
physical aspects. It seeks to demonstrate the importance of continuity 
of care, of co-operation with other organizations, and of making use 
of the help available, e.g., the Red Cross, social welfare organizations, 
the health department and the district council. Various methods are used 
to bring these aims home to the, students... They spend.a. period of 
8. weeks in a small domiciliary,.service, specially,,developed, for; this 
purpose. They pay, visits. to. homes in.connexion. with. their. patient 
care studies, in which it is necessary, to: sketch the patients’, family, 
social, and cultural background... They participate.in, the, children’s 
welfare clinic, which is part of,the, University College, Hospital paediatric 
department, where they are.taught how to give health talks to mothers. 
They subsequently pay follow-up) visits to homes, where.supervision, and: 
help with the. feeding and_care-of. children. are, particularly, required. 
This gives the students.an opportunity to give. simple, practical teaching, 
and to observe the results,,, Children discharged. from.,the -paediatric, 
ward have been followed up) by, the students, who:helped look. after, them. 
in the ward. This very satisfying arrangement had. to,be temporarily 


ASPECTS. OF ‘PUBLIC HEALTH NURSING 111 


suspended ) because. the teaching. staff,.was too..small for individual 
attention to, be) given, to so many. students, : 

» One of the difficulties about teaching in homes, was ‘that: there were 
no established domiciliary services with which arrangements \could, be 
made for students.to observe and gain-experience.. The school, therefore, 
from the beginning developed a small service to enable student nurses 
to be taught to give nursing care to patients at home, assist in their 
rehabilitation, ‘and learn how to give advice and teaching 'on healthy 
living. For this purpose, there is an establishment of 4 public health 
nurses, on. the staff of the school—2 of them qualified instructors in both 
home nursing and health visiting ; the other/2.with the same qualifications 
and experience, but without teaching qualifications: The qualified 
teachers share in the teaching in ee — while the other 2 concentrate 
on. practical work. 

> This, little: service. rapidly; idaheaal oro aieiaat avid the phone 
Patients to be discharged, but still-in need of care and. observation;.and 
patients,,attending the out-patients?, department for whom no. beds are 
available; are.referred to the public health tutors, for care and) super- 
vision).and teaching -at home. Requests for such care. exceed the 
. Seryice’s capacity, and the instructors. have,to select in. order.to proyide 
balanced training for the students... The-special reference card used is 
filled in bythe doctor.and: gives, particulars of the treatment, and care 
to be:-given at» homes. If possible, it-is obtained a day.or two: before 
discharge, so'that-there is time,to'see the patient and his.relatives before- 
hand..and- visit, the: home. to: -advise.on- preparations for the patient’s 
return. Finding patients in Ibadan.is;sometimes a problem,,and the 
public-health nurses often save much time by taking patients or verBeHaNs 
home in the car with them. hea: 

‘Patients’ report-to the out-patients’ deppatment pert time, Pa time, 
pee? occasionally doctors, from the hospital -visit their homes. 

Houses are very-often built of mud, are-one-storied, and have: thick 
walls.,:,Some:of the rooms have no ventilation, others havea window 
opening, which is invariably shuttered at night... In a,few homes, there 
are beds}, but many patients have to be nursed'on a mat ona mud floor. 
Sanitation. is :poor,-the diet consists largely of ear bebydantess and, the 
water supply is of doubtful purity, - 3 

‘Bowls and instruments for dnestleiie are’ cihaend i in an. vadiauaiae 
sail of water; boiled. on:a wood fire:or charcoal pot. . Sterilized dressings 
are carried in bags, which hold all other necessary equipment:,, The.table 
is-usually made from 3. or .4. rough wooden chairs. borrowed. from the 
pacacen™ placed side by side;.and. covered with paper and.mackintosh. 

- Health teaching forms part of every home visit; and, as'an audience 
enthoriaili din: it.is usually group-as well as individual teaching. Many 
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of the patients are illiterate, so teaching has to be simple, direct, and often 
repeated. Members of the family are taught how to keep the room 
clean and how to care for patients between visits. They are ready to 
learn and very co-operative. 

Patients receiving nursing care at home suffer mainly from such 
conditions as: 


paraplegia nutrition disorders 
pneumonia diabetes 

heart failure malignant disease 

anaemia injuries — including fractures 
advanced pulmonary tuberculosis osteomyelitis 

tropical ulcers dysentery 


The Red Cross Committee in Ibadan has always been most generous 
in supplying equipment such as air rings, back rests, bedpans and cotton 
blankets. Milk also is often provided. 

The care of patients suffering from tuberculosis forms an important 
part of the student nurses’ training, and a certain number of patients 
are taken over from the tuberculosis clinic each month. Treatment, 
supervision, advice on diet, living conditions, and the prevention of spread 
of infection, and encouragement to other members of the family to 
attend the chest clinic for investigation are all part of this training, and 
it has been encouraging to see the interest of some of the students in 
such patients, as this is a disease which holds many fears for them. 

There is a very close link between all the wards and departments of 
the hospital and this little district nursing service. The hospital is 
visited every day to collect the cards of newly referred patients and to 
visit wards and the out-patients’ department. 

A summary sheet of visits made and treatment given is sent to the 
hospital each time the patient attends, and the doctor notes on it any 
change in treatment or other comments he has to make. 

Because the need is tremendous, it is hoped that in time domiciliary 
services will be established in Ibadan. It will then be possible for 
students to be taught and gain experience in a well-established service. 
There are, however, many advantages in the present situation—the 
students and the families concerned can see that the promotion of health, 
the treatment of disease, rehabilitation, and the prevention of further 
breakdown all fall within the one pattern of total approach. By direct 
follow-up of the patients from the wards and a close link with the hospital 
staff, particularly the ward sisters, the value of continuity of care is seen 
and appreciated by both students and patients. 

One of the advantages of the students learning to give nursing care 
under home conditions is that they learn to adapt methods to circum- 
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stances without lowering standards: an important point when their 
practical training is otherwise in a teaching hospital with very high 
western standards of facilities and equipment—in conditions they will 
not meet elsewhere in Nigeria for a very long time. 

As well as teaching individuals in hospital and in the home and 
giving short talks to mothers in clinics, students prepare and give talks 
to the rest of the class, to groups in youth clubs, to girl guides and to 
classes in schools. At one time the medical artist attached to the 
faculty of medicine gave the students valuable help in the preparation of 
teaching aids, such as posters and flannelgraphs. This, however, has 
not yet become a fixed feature in the curriculum. 

Other opportunities for group teaching have occurred at the annual 
agricultural shows. Exhibits (such as ““Good and Clean Food”’ and the 
“Healthy Home’’) have been the responsibility of the nursing school, 
and have been prepared by the students with the help of their instructors. 
The school has also had stalls (‘““Nutrition’’ and ‘“‘Nursing the Patient 
at Home’’) at the Ibadan Health and Baby Week. On all of these 
special occasions student nurses were in attendance, and both the 
exhibits and the students’ talks aroused much interest and discussion. 

During a smallpox epidemic the students and the tutors helped in 
the vaccination campaign. Also at this time the dire need of a particular 
village 17 miles from Ibadan was brought to our notice, and during the 
acute period of the epidemic the public health tutor, with students, 
visited the village daily to provide nursing care and teach families how 
to carry on until the next day’s visit. The student nurses, although 
rather disturbed at first by so much concentrated suffering under 
difficult circumstances, worked very well indeed, and were gratified to 
see so many of these very ill patients recover. The relatives, who were 
taught to do most of the nursing, repeatedly remarked on the fact that 
the nurses came and worked among them and were not afraid. This 
was a great incentive to the community and afforded a wonderful 
opportunity for teaching. 

There are many difficulties involved in trying to develop a teaching 
area in Ibadan, and it was a constant anxiety among the public health 
tutors that visiting was over so scattered an area. The need for a 
concentrated teaching area was very great. After the smallpox epidemic, 
it would have been excellent if the village visited could have been used, 
but there were no medical facilities available. The village of Ilora, 
therefore, though 30 miles away, was selected in order to give the students 
a better picture of community service and opportunities for independent 
visiting. This village had alreadv come under the care of the professor 
of preventive medicine. Because of its distance from Ibadan, simple 
living quarters were arranged for by the village chief and decorated and 
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furnished by the hospital, so that a tutor, with up to 4 students, could 
spend 2-3 nights a week in residence. Bicycles were bought so that the 
students could do some independent visiting. 

Some of the particular features of this scheme were the possibility 
of follow-up visits to homes from the community health centre; the 
attendance of a doctor at the centre, to whom patients could be referred 
and with whom the students could discuss problems; and the possibility 
of learning something of health work in schools. Students have been 
able to assist monthly health inspections at the village school and have 
given regular talks to the senior classes. 

Another interesting development arising from the students and their 
tutor staying in Ilora was that a group of older women come to their 
house for an hour each week to discuss some aspects of health 
or one of their problems, and return to their own compounds to spread 
the teaching given. This has come to be called the “Elders” Committee’’. 
The average attendance is 12. 


Student health service 


The student health service has also been a useful vehicle for 
teaching. Their health is the responsibility of a particular doctor and 
the sister in charge of the residential side of the school. Thorough 
medical examination is carried out on admission and regularly throughout 
their course, including chest X-rays and weighing. Smallpox, BCG, 
typhoid, tetanus, and yellow fever innoculations are given. There are 
special daily clinics for student nurses, and a very good little sick bay is 
provided in the residence. 


Case for a social anthropologist in the school of nursing 


Nurses are deeply concerned with behaviour and relationships: 
their own, their colleagues’, their patients’ and their patients’ families’. 
An understanding of the patient’s behaviour and the nurse’s own 
reaction to such behaviour is essential in total patient care. We have 
learnt this from experience, but often slowly, and in a rather hit-and-miss 
manner. 

It is realized that the patient cannot be studied in isolation from his 
family or social group. If we are to give him that total care which is 
our aim, we must know him, not only as an individual, but as a member 
of a particular social and cultural group. 

In a society of mixed tribal patterns, in which a minority is moving 
quickly from those patterns to a western pattern, and the majority still 
living within the traditional pattern, it is essential that those who are 
rapidly evolving and forming professional groups, such as doctors, 
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nurses and teachers, should retain a deep and sympathetic understanding 
of the beliefs of the others, many of whom will be their patients or people 
whom, in some way or other, they are trying to help and teach. It is 
vitally important that they should not scorn the old pattern, but appre- 
ciate that often it has a real value, and that new teaching can frequently 
be grafted on to traditional beliefs if these are known and understood. 
Whether in teaching people how to keep well, or in caring for them in 
sickness, better results are achieved if we work from a standpoint that 
is acceptable to and understood by the patient and his family. 
Courses in sociology are of value, but the academic approach they 
may engender is not really what is needed. A social anthropologist, 
skilled and experienced in the study of individuals and groups, with 
applied knowledge in the field of medicine, could do much to help the 
student to use and learn from the daily situations she is meeting. 


The needs of children 


We were very anxious that the needs of children, both sick and well, 
should have full consideration in the curriculum. There is, therefore, a 
paediatric nursing tutor on the staff, whose most important duties include 
the clinical teaching of students in the paediatric wards and the class- 
room teaching of paediatric nursing. The paediatric application of all 
relevant teaching is given by a paediatrician and the paediatric tutor 
throughout the course, and, apart from a few special lectures, 
paediatrics does not appear as a separate subject in the curriculum. 
It is, however, because of its importance, a separate examination subject. 


Normal growth and development and the study of behaviour in the family 
and society 


In order to avoid teaching a psychology that is divorced from its 
practical application it has been integrated in a study of development from 
all angles in which several experts participate in the form of symposia 
during the first year. The study covers the development and needs of 
the individual during his life from the physical, emotional, social and 
intellectual standpoints. It is divided up into the following age periods: 
pre-natal, infants, toddlers, school children, adolescence, young adults, 
adults, middle and old age. 

Members participating vary from year to year, but generally include 
a paediatrician, an expert from the school of preventive and social 
medicine, a psychologist or psychiatrist, a nutritionist, 2 mothers (one 
from the Eastern, the other from the Western, Region of Nigeria), and 
the public health and paediatric tutors. At the students’ own request, 
a Christian priest was added, chosen because he had the ability to discuss 
spiritual needs objectively and not from any doctrinal point of view.- 
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At each fortnightly session, each member of the group talked for 
approximately 5 minutes on the aspects of development and behaviour 
in which he or she was a specialist. The students then joined in a general 
discussion and asked questions. 

Between symposia, the tutors concerned held discussions, consol- 
idating the gains made in past symposia and preparing for the next. 

All those participating, students and experts, learnt much from each 
other during these lively sessions. 


Nutrition 


The teaching of this very important subject, in addition to bio- 
chemistry, brought in a discussion of local foods and common deficiencies 
in them, a symposium on taboos related to food and feeding, and 
consideration of the social and cultural aspects and the geographical 
distribution of food. Those participating in the discussions included the 
professor of social and preventive medicine, a biochemist, and a lecturer 
from the geography department of the university. 


English 

In Nigeria there are many languages, and all students have been 
completely educated in English for a period of many years. It was 
agreed that to continue the study of this language would be of very 
great advantage. It was also hoped that through its study students 
would be helped towards logical thinking and clearer arrangement and 
expression of their ideas. 

It was not until 1958 that it was agreed that English should be 
included in the curriculum. The post of tutor in general studies was 
created, and an English graduate was to be appointed and have the 
over-all responsibility for tuitions in English throughout the course, 
it being particularly hoped that the methods used would help enrich the 
cultural life of the school. This appointment was about to be made at 
the time I was leaving the school. 


Postgraduate training 


At the present time, it is necessary to go overseas for postgraduate 
nursing education, but it is hoped that the next big development of the 
school will be the establishment of facilities for this in Ibadan. 


Outside activities 


It would not be appropriate here to use more than a very little space 
to describe the very important non-professional activities of the school, 
but, when I look back over 7 years, vivid pictures crowd into my 
memory—of student nurses breaking the Nigerian womens’ records in 
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athletics and receiving most of the cups; of rehearsing for University 
College musical productions; of students crowding into school buses 
to go to dances at the university; of graceful Yoruba students in their 
unique and attractive dress; of Ibos and Efiks dancing their own vigorous 
dances at school guest nights; and of singing in the school chapel and 
carol-singing in the wards at Christmas. 


Evaluation 


No detailed or scientific evaluation of the school’s programme has 
been carried out, but it is possible to make some comments on what 
appears to have been achieved. 

In 1955, a minute of the board of management of University College 
Hospital reports the Professor of Medicine as saying that his medical 
unit had been transformed by the advent of the students from the 
school. In 1959, the first three ward sisters trained in this school were 
appointed to the University College Hospital, and reports indicate that 
all concerned are pleased with their work and that they are among the 
very best of ward sisters that this hospital has had. At a meeting of 
the board of management in March 1959, the chief medical adviser to 
the Federal Government said: “It was gratifying to note that more 
candidates were considered suitable for admission than there were 
vacancies to offer. This proves that the University College Hospital 
School of Nursing has at least accomplished one important thing, viz 
attraction of girls of School Certificate standard to the nursing 
profession. The Federal as well as the Regional Governments have 
long discovered that girls with such high educational standards were no 
longer interested in taking up the nursing profession locally. Therefore, 
this achievement at the University School of Nursing is particularly 
welcome, as it is sure to raise the standard of nursing throughout the 
Federation of Nigeria.”’ 

The fact that there has been a remarkably low wastage indicates 
that the selection of candidates and the planning of the curriculum have 
been satisfactory. 

The care and consideration given to the welfare of the students, the 
delightful buildings of the school, both teaching and residential, and the 
diverse recreational facilities have all certainly made for gracious and 
healthy living. The teaching of the history of nursing and of ethics has 
helped broaden the outlook of the students. The provision of facilities 
for the religious practice of all creeds and denominations has been much 
appreciated. 

The running by the students of their own organizations, in particular 
the School Council, and their successful participation in many social 
and cultural activities all give some indication of their ability and poise. 
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It will not be possible, however, for some time to assess to what 
extent all this is transmuted into ability to lead. One can say, however, 
that whenever they have had opportunities of showing the qualities of 
leadership the students have done well. At the National Leadership 
Course for Women, for example, the two students who attended were 
elected as leaders of two out of the three houses; and a student nurse 
was captain of the Nigeria Womens’ Athletic Team. 

Judging from the delightfully poised and responsible young women 
emerging, it would seem that the school is really making progress on 
these lines. 

The upholding of educational principles by the matron, the co- 
operation of the ward sisters, and the development of good relations 
generally between the hospital staff and the teachers in the school by 
regular discussion and personal contact, have all contributed well to the 
integration of theory and practice. Attainment of this objective, however, 
has been made difficult by lack of an adequate proportion of nursing staff 
to students, which has meant that the amount of applied teaching has 
been curtailed. 

To provide balanced practical experience for such a large number 
of student nurses has been one of the unsolved problems. With regard 
to the facilities available, University College Hospital has a 500-bed 
teaching hospital, with all the necessary departments. It and the 
domiciliary services provide adequate practical experience for up to 
300 student nurses, provided that the very specialized wards are kept 
to a minimum. 

It is important, however, that the number trained should not be 
more than the country can absorb, and this really depends on the ability 
to pay personnel of full professional status. 

The problem of educating a large number of student nurses also 
bears a relation to the number of teachers available. The shortage of 
tutors has, indeed, been a great difficulty. Arguments for an increased 
establishment have always been received with understanding. The 
difficulty at the present time is that the establishment has never been 
filled because recruitment of suitable teachers from overseas has been 
very difficult. This difficulty is likely to remain until sufficient Nigerian 
nurses have had the requisite post-graduate experience to enable them 
to enter the nurse teachers’ courses. (It is necessary to have been a 
ward sister (head nurse) for two years before being able to train and 
qualify as a tutor.) 

An increase of trained staff and extended use of auxiliaries would 
also be necessary before it would be possible to provide well-balanced 
training for student nurses and enable them to be free for more applied 
teaching in the wards and departments. 
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The immediate value of the integration of the social and preventive 
aspects of nursing has been the student nurses’ appreciation of all the 
needs of patients as individuals. Another interest it also certainly 
engenders is in specializing in public health nursing. 

Recognition by the General Nursing Council of England and Wales 
was an indication that the standards of the school were satisfactory and 
it was good that this objective was realized in time for the first students 
to be eligible to be registered by the General Nursing Council of England 
and Wales. 

That this was possible without jeopardizing the aim of the school 
to develop in relation to the needs of the country and to be a really 
Nigerian School of Nursing was very gratifying. 

In preparing this paper the author made use of the following: 


Bell, L.M. & Goodwin, D. (1956) Nurs. Times, 52, 139. 

WHO Chronicle, 1956, 10, 207. 

Florence Nightingale International Foundation (1958) Basic nursing education, Inter- 
national Council of Nurses, London. 

International Council of Nurses (1934) Basic education of the professional nurse, 
London. 


Appendix 


SUMMARY OF SUBJECTS 
TAUGHT IN THE CURRICULUM 1955/1957: 


Ist year (including 1st introductory term of 4 months and a term of weekly study days) 


Subject Instruction Hours 
Chemistry and physics (applied to nursing). ........ ya 
Bacteriology (applied 10 fursing)...... . .. ese 0 2 + ss 34 
Wicksag ss an S's o.t . SU ORME Re ns 12 
Human biology (applied to nursing). ........... 80 
Personal and communal health plus visits to environmental 

pee, ae 50 + 11 visits 
Pi. ce is Seite ah +, + \ ni Sirge ie eeeaal sn fe 14 
Dietetics and invalid cookery applied to Nigerian foodstuffs 15 
Mioty Ol RU ee se i a se a Pee eS 20 
Ethos} si a KS. OO ae Se ees 20 
Growth and development (including psychology). ..... 24 
First Ai, as es ke he ees 18 
Introduction to general nursing care (including paediatric 

RUSE ae kk. Se ro ae Se . 100 
Introduction to medical and surgical nursing (symptomatic 

I er hs kk sk ee ee 15 
Introduction to gynaecological nursing (symptomatic). .. . 6 


Imtrodisction tO. gators MeCiCN. 2 wk et th 6—8 
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2nd and 3rd years (arranged in 4 terms of weekly study days—2 terms per year) 


Subject Instruction Hours 
Principles of medicine and medical nursing (including spe- 

Clalties) cnn. s..s os © aw See es artis ile 85 
Principles of surgery “and surgical nursing (including spe- 

cialties and theatre technique) ..... 105 


(Efforts are now being made to integrate the above two subjects 
as much as possible) 


Apolied: human biology |.) 6) « . . A) ORS es 30 
Anolied cunical nathology... <<. 4: usta ea beats se 8 
Pharmacology . . 18 


(The relevant pharmacology ‘and necessary modifications of 
diet are taught mainly in relation to the treatment of 
disease) 
Principles of paediatrics and paediatric nursing .. . 8—10 
(Applied paediatrics is mainly taught in relation to medical 
and surgical nursing) 
Principles of gynaecology and gynaecological nursing with 


introduction to obstetrics. . . 18 
(Midwifery is a separate course of i year after the basic pre- 

paration) 
Social and environmental aspects of disease ... . 8 


(This subject is mainly taught in relation to diseases being 

studied and not separately) 
Principies aa wacuography >. . .: < SOR 6 Ge 2 
Princinies Gepeysiotherapy . 3. «the See 5) sa seve 2 


Teaching in the domiciliary field is so closely applied to practice that it cannot 
be shown as instruction hours. The whole of this experience is a learning one with 
much individual teaching and supervision. Discussion groups, clinical rounds, 
patient care studies, group and individual tutorials are not shown in the above hours 
of instruction. 


4th year 


During the 6 months of the fourth year, after the final examination, a start was 
made in giving some preparation for staff nurse duties. The teaching was informal, 
given mainly in the form of discussions during 4 study days arranged for small 
groups. The teaching given came under the headings of: ward administration, 
planning of patient care, clinical teaching and responsibilities towards student nurses. 

Up to the time I left this instruction had not become a firm feature of the pro- 
gramme—due to insufficient teaching staff. 


THE PUBLIC HEALTH NURSE 
AND ADMINISTRATION 


HERMAN FINER* 


Administration in its most general sense means the adaptation of 
resources and personnel to the practical solution of a problem. Where 
the spatial element is important as, for example, in the administration 
of a large area, the problems presented by the area must be solved. 
In any hospital, even a small one, the problem of cure and rehabilitation 
of the patient involves the efficient use of space (floor space, the con- 
nection between the various floors, the layout of the beds and offices, 
etc.), and of the technical equipment and processes available so as to 
save time and effort and facilitate communication and treatment. In 
a hospital with very many beds, the spatial element is correspondingly 
more important. In the area assigned to a public health nurse, a large 
and open area, the problem of space assumes very great importance. 
The public health nurse then, like any other nurse, centring her work 
on the patient, must use and adapt her skills and those of her colleagues, 
her resources (that is, money and equipment), the people of the com- 
munity in which she works, and the area for which and in which she is 
active, for the benefit, not merely of a single patient or of a family, 
but of the whole community, which, in her specific case, is “‘the public’’. 

There are people who deny that the nurse ought to be taught how 
to organize and conduct her work. Some claim that this can be learned 
in the course of actual practice, common sense assisting. Others argue 
that, in any case, her work is so much tied up with clinical skill and 
community medical problems that the administrative side is relatively 
unimportant. It might seem that public health nursing is so special 
an activity that it could not benefit from learning something about 
administration in general. This is a great error, and proved to be so 
by experience in the field of nursing itself. It is true that the unique 
character of each administrative activity colours its procedure and 
behaviour, as indeed it should. This, however, only means that the 
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specific character of public health nursing must be taken into account 
if a public health nurse, at some stage of her career, is to be given 
systematic instruction in the administrative elements of public health 
nursing. She will need to acquire a general idea of administration, but 
in the light of the specific relationship of her service’s skill, resources, 
personnel, and area to its ends. 


All nurses are linked by administration 


It is essential to insist on a basic truth concerning every form of 
associated human endeavour designed to accomplish a given end, viz., 
that every person, however trivial his duties seem to be in any social 
organized effort, is part of the chain of persons responsible for the 
successful result. There is, in other words, an administrative chain, 
leading downwards from those with most responsibility for the success- 
ful achievement of the organization’s purpose, all the way through the 
links of colleagues and subordinates to the very lowest level, through 
which the sense of purpose must be imparted, kept dynamic and enter- 
prising, and always responsive and responsible. 


Attunement to her responsibilities 


The public health nurse’s work is with individual patients, the 
family, the community. The hospital nurse’s is mostly with individual 
patients, and rather less with the family and the community. For the 
public health nurse does the larger part of her work by domiciliary 
visits, and there she is confronted not only with the patient but also 
with the problems of the family. Her work is also concerned with the 
general and total health of the whole community. At the very highest 
levels of the service, that is, in the office of the medical officer of health 
for the area, the responsibility is to safeguard the health not only of 
a person but of all persons in relationship to each other. Whereas 
the hospital nurse is concerned with problems of preventive medicine 
only in a small degree, the public health nurse has this as one of her 
principal responsibilities. Since the administration of public health 
occurs in a largish area, the problem of dividing duties, forming regions 
or districts, appointing the proper nurses for each one, etc., becomes 
a matter of the greatest importance. This is by the way, however; 
the first requirement is that the public health nurse, even at the lowest 
level, learn her place in the whole administrative hierarchy. She will 
have to know the standard of quality or attainment desirable for her 
community, and her responsibility for this standard. This is the process 
of attuning to purpose. 
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Planning 


Planning means the careful and sober but imaginative picturing of 
the state of community disease in order to bring resources to bear most 
effectively. It requires exact knowledge and attempts at prediction. It 
applies at all levels of the organization. At the top, it is obvious that 
the area concerned must be taken as a whole, but all the family units 
must at the same time be taken into account. Lower down, it requires 
the planning of the place of the individual nurse or nurses in teams or 
in relation to the patients’ places of work, for referral of patients to 
the appropriate hospitals, institutions, etc. It requires the very careful 
planning of each day’s work by each nurse. It will be realized, however, 
that there are persons who will take responsibility for major and overall 
planning, including the budget, and that below this level each sub- 
district’s or each nurse’s plan is dependent on and responsive to the 
overall plan for the whole area. If the nurse is made fully aware of- 
her macrocosm she will be able all the better to fulfil the duties of her 
microcosm. 

Planning methods in public health nursing must be known to the 
public health nurse. Since she is concerned with the environment, 
with people and with agencies, she is concerned also, not with today 
alone, but with the future. She consequently needs biostatistics, 
epidemiology, sanitation, sociology, and the law and practice of public 
health administration. 


Organization 


Great numbers of persons are employed in public health service. 
What are their relationships? Who is in command to see that action 
is taken, that in the end the nurse is sent to see the sick and give treat- 
ment or procure it from the proper agency? What are the lines of 
command within the hierarchy reaching down from the medical officer 
of health and the supervisor? What are and what ought to be the 
relationships between them and the physicians and other scientists and 
technologists? There is further the administrative problem of the 
connection with other departments in the community’s service: the 
schools, the engineers, sanitation, etc. There is the problem of co- 
operation with other societies: for cancer, for tuberculosis, the Red 
Cross, etc. There is the problem of the relationships of the central 
office and the field and district offices to which nurses may report. 

These problems require a closer understanding of decentralization 
theory, communication and command, and the nature of supervision 
and inspection. 
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Direction 


The element of administration known as direction is concerned with 
the determination of who has authority and therefore the power to 
give commands. Above all, it involves the very nature of authority. 
Public health nurses are not, any more than other nurses, private persons 
doing as they like. They are the servants of an organization whose 
purpose is fixed by the public authority, which devolves to them certain 
powers and rights and exacts, for payment, certain duties. It must 
be possible for headquarters to use the experience of the individual 
nurse to modify and develop the rules devised at the top, but there must 
also be recognition of the priority of the main lines of policy. Examples 
abound of the opportunity, indeed, the need, for initiative by the public 
health nurse to fit the policy to the case. Here she has the opportunity 
to be creative; but she cannot go beyond the general policy. 

The theory of authority also requires the person to whom successful 
achievement of a segment of public health work is assigned to be 
completely responsible for any subordinates who have been given work 
as colleagues and subordinates, for the better co-operation in any task 
requiring “‘team-work’’. No matter how carefully the work is divided 
and devolved and responsibility assigned and shared, someone in a 
higher position must keep watch to see that the aim is actually carried 
out. Confusion of responsibility is one of the greatest dangers in 
administration. 


Personnel 


Staffing has a very special place in public health nursing. This 
derives from the peculiarly isolated position of the individual public 
health nurse. Public health nurses do not serve in a hospital. They 
require a very high quality of competence and many skills, corresponding 
to the variety of public health objectives. Their duties are diverse. 
Their work is largely unsupervised. Therefore, the chief problem of 
all administration, the recruitment of skilled and devoted personnel, is 
of even greater importance in public health nursing than in hospital, 
private or industrial nursing. Here, above all, quality of mind and 
character is fundamental. When the nurse is chosen, she is introduced 
to her work in an intelligent way, her serviceability and progress are 
periodically and carefully evaluated, and above all, continued education 
is given to her. 


Co-ordination 


As important as staffing in public health nursing is co-ordination. 
We have already suggested the reason for this: the size of the nurse’s 
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area of duty and the considerable number of agencies to be brought to 
work together, to a very great extent through the visiting, reporting 
and counselling of the nurse. Here the problem of co-ordination is 
radically different from the situation inside a hospital, however big. 
It is true that the intricate and complex operations of a big hospital 
involve prodigies of co-ordination between the hospital management, the 
medical staff, the individual doctors, the nursing staff, the technicians, 
the housekeeping staff, the dietary experts, etc. But the public health 
nurse’s area is as a rule so much vaster in space, and the families and 
agencies within it so many and so scattered, that the problem of co- 
ordination is far more serious. There are the very diverse clusters of 
families and their needs. There are, on the other hand, the diverse 
agencies that can give help, each in a different combination designed by 
the nurse for the specific troubles she has discovered. This situation 
puts a vast responsibility on the public health nurse. She cannot turn 
to a colleague, as in hospital, for a reminder, for advice, for the facts. 
She will need to use a car or a streetcar or go to the telephone, or even 
ask some official or a supervising officer of the public health nursing 
staff to come down to assist her, or keep a very careful diary of the 
particulars. 

The appropriate location of offices is important in spatial co-ordina- 
tion: it is of assistance to the nurse, who can communicate with the 
offices, and get them to help assist her in choosing the available services 
—work counsel, school health authorities, factory, Red Cross, other 
voluntary agencies, social service and social security offices, etc.—to 
satisfy completely each sick person, each family involved in his mis- 
fortune; and furthermore, help her to seek relief for the family if 
necessary, secure home nursing where essential, and, especially, give 
remedial therapy to prepare the patient for his own home care or show 
the family how to give it to him. 

Co-ordination, specially where the space to be covered by the 
administration is large, involves supervision. The public health nurse 
is probably the least supervised public health official, and is certainly 
much less supervised than a hospital nurse. After her daily rounds 
she is independent, under very attenuated control. But some kind of 
supervision must be devised, even if it is not continuous and direct as 
in a hospital. Care has to be taken that work is delegated by district 
or by service, a director is responsible for the work done at this level 
and answerable to a higher level for it. But this organization must be 
supplemented by frequent committee meetings of the staff to compare 
notes, review the service, look for ways out of difficulties, and establish 
remedial procedures. The supervision of the public health nurse’s staff 
is equally important; the public service nurse who has the responsibility 
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for the guidance of her staff members (health visitors, etc.) has, indeed, 
a most onerous job. Her appraisals of the situation and of the need 
for corrective intervention in her staff will be helped if she takes an 
occasional trip to see what the conditions are, as it were, ‘‘in the field’’. 


Reporting 


This bring us to the final element in the science of administration 
of special importance to the public health nurse: reporting. In a 
hospital, much that happens is taken for granted, because all the workers 
are in close proximity to each other, and even if the supervisor does 
not see what is happening, it gets back to her fairly soon in some form 
or another. But at any rate there are visible and audible signals for 
intervention. In the case of a private nurse, there is hardly any super- 
vision at all, because, though the hospital in which she works is respon- 
sible for her activities, nevertheless she is a private practitioner brought 
in from case to case and responsible almost to no one in any formal 
sense. The public health nurse is out of sight and sound of her super- 
visors most of the day on a great variety of activities, and she can only 
be guided, supervised and controlled by definite reporting. She needs 
regular information; she must likewise provide regular information. In 
public health nursing careful and vivid case records are of cardinal 
importance. This is essential for an evaluation of her accomplishments, 
her strengths and shortcomings. It is essential, also, for discipline, 
that is, the requirement that she measure up to the aims and standards 
of the service as a whole. Such discipline is necessary; it ought not 
to be resented; its imposition ought not to be feared, though its mode 
of application ought to be as persuasive, as little coercive, as possible. 
The disciplinary function cannot be carried out usefully without the 
devising of appropriate reporting methods. 


I have not considered budget-making as a really important part of 
the function of the public health nurse. Yet, of course, her own reports 
on the means at her disposal, that is, the equipment and the facilities 
she has from her superiors, make an important contribution to budget 
appropriations. As we ascend the official scale in the public health 
service, the budgeting process becomes more and more important as an 
ingredient of administrative procedure. It is beneficial to all and gives 
a sense of participation if widespread consultation with high and low 
in the service is undertaken in the drafting of the budget. It is a source 
of knowledge for those who work in it at all levels, especially if they 
are to be inspired to take a broad view of their responsibilities for the 
preventive aspect of their work and encouraged to have a vision of 
the future. 
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Conclusion 


We have shown what interest the public health nurse should have 
in the administrative aspect of her work, that is, the way in which she 
should co-operate with her fellow-workers so that their combined skills 
may be the better used for patient and community health. To co- 
ordinate these skills in continuous unity is the central task of administra- 
tion, which should, above all, make it clear to each public health nurse 
just what her place and responsibility are in the great congeries of 
agencies and people and families we call the servants and clients of the 
public health service. It would be valuable if public health nurses 
applied these elements of administration to their own personal role and 
analysed them more minutely and vividly as a spur to further advances. 


THE ROLE OF THE MIDWIFE 
IN PUBLIC HEALTH 


AUDREY WOOD 


History 


The profession of midwife is one of the oldest in the world. The 
word ‘‘midwife’’ is derived from two Anglo-Saxon words—‘‘mede’’ 
meaning “with’’, and “wif’’? meaning “‘woman’’, so that it simply 
means “‘with woman’’. To my mind this exactly describes the basic 
function of the midwife, which has remained the same throughout 
the centuries. She is there to be with the woman in her time of need, 
to comfort and support her in her travail. In France the midwife is 
known as the “‘sage-femme’’ or wise woman, indicating perhaps that 
she has a deeper insight into the mysteries of creation and birth than 
is vouchsafed to other women. 

Until the seventeenth century the practice of midwifery remained 
almost entirely in the hands of women, and it was not considered right 
or proper for men to have anything to do with it at all. There must 
have been thousands of skilled and experienced midwives practising 
in all countries long before the “‘man midwife’’ came on the scene. 
These women learned their art from their mothers and handed it on 
to their daughters, and there were many whose names have come down 
to us as having been “‘sages-femmes’’ in the best sense of the word. 
Midwives are mentioned several times in the Old Testament. One of 
the most interesting incidents is the story told in Exodus I of the two 
Israelite midwives, Shiphrah and Puah, who, being God-fearing women, 
refused to obey the command of the Egyptian king to kill all the boy 
babies they delivered. When asked why they had disobeyed this 
command they said that the Israelite women were “‘lively’’ and delivered 
themselves before the midwives could reach them. 

Very little is known about midwives prior to the sixteenth century, 
but in his book, English Midwives, published in 1872, J. H. Aveling 
has given us some vivid pictures of the women who were practising 
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in England from that time onwards.! While it is true that many of 
them were completely uneducated, ignorant, and dirty and subjected 
the unfortunate mothers whom they attended to the most appalling 
malpractices, there were others who were really skilled, and who must 
on many occasions have saved the lives of mothers and babies. A 
London midwife named Mrs. Jane Sharp decided to write down what 
she knew for the benefit of her colleagues, and in 1671 she published 
a book entitled The Midwives Book, or The Whole Art of Midwifery 
Discovered. In 1737 another midwife, named Sarah Stone, of Picca- 
dilly, published A Complete Practice of Midwifery. 

In Germany there was a very famous midwife named Justine Siege- 
mundin who became “‘Court Midwife’’ to Frederick III. She published 
a book in 1723 in the form of a dialogue between two midwives. A 
French midwife named Marie Boivin (1773-1841) also published a 
book on midwifery. 

These are a few examples (and there must be many others) of 
midwives who were truly wise women in the times in which they lived, 
and their names shine out through the mists of history as beacons in 
the darkness. For it must be admitted that the history of midwives, in 
England at any rate, is a somewhat gloomy one, and probably the same 
is true of other European countries. It was not until the nineteenth 
century that the practice of midwives began to be controlled by legisla- 
tion, and until that was done little progress could be made with regard 
to their education and training. In England the only control in existence 
before the nineteenth century was that exercised by the Church. Mid- 
wives had to obtain a licence to practise from a bishop, but this was 
practically useless as evidence of their ability as midwives, since the 
main object was to certify that they were of good moral character and 
could baptize babies according to the rites of the Church of England. 
The London Obstetric Society organized an examination and issued 
certificates to midwives from about 1870, but it was not until 1902 
that the first Midwives Act was passed in England.2 This was some 
100 years after legislation registering and controlling midwives had 
been enacted in Austria, Norway, France and Sweden. Even in Russia, 
under the Czarist regime, a good national training existed. 

The English Act of 1902 laid the foundations for the British midwifery 
service as we know it today, and during the last 50 years great progress 
has been made in the education and training of the midwife. Having 
sunk very low in public estimation in the Victorian era, she has now 
become a highly respected member of society, from whom much is 
expected. Sixty years ago the midwife might have had a short period 


1 Aveling, J. H. (1872) English midwives, London. 
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of training in a maternity hospital, but more commonly she would 
have learned her art from another midwife to whom she was apprenticed. 
Her work centred on the delivery of the baby and the first few days of 
the lying-in period, and her aim would be to build up a private practice 
of her own in the town or village where she lived. She was an inde- 
pendent practitioner, and in those days it must have been very rare 
to find a midwife who was also a nurse. During this century certain 
developments have taken place in Great Britain which have profoundly 
affected the work of midwives. There is the growth of antenatal care 
and the recognition of its value in preventing maternal and infant 
mortality and morbidity. This began with the work of R. W. Ballantyne 
in Edinburgh before the First World War, and grew rapidly after the 
Maternity and Child Welfare Act of 1919. More recently, and particu- 
larly since 1936, blood transfusion and the administration of antibiotic 
drugs have played an increasingly valuable part in obstetrics. Develop- 
ments such as these have broadened the scope of the midwife’s work 
and in some ways drawn it closer to that of the nurse. Finally, the 
great increase in the last twenty years in institutional confinements has 
resulted in a decrease in the amount of domiciliary midwifery, so that, 
in the more rural areas at any rate, the work of the district nurse and 
the domiciliary midwife has been combined. 

One result of these developments is that although midwifery remains 
a separate profession from nursing (in Great Britain it is not essential 
for midwives to have any nursing qualification), some 95% of pupil- 
midwives are now recruited from among the ranks of trained nurses. 

This tendency to make midwifery training a “‘post-certificate’’ course 
following general nurse training is apparent in other countries. In 
Sweden, for instance, pupil-midwives now have to be qualified nurses. 
The same thing has happened in Iran, a country where midwives used 
to have a three-year training quite separate from nursing. The USA 
had never developed a midwifery service such as exists in Great Britain, 
except the Frontier Nursing Service in Kentucky, but three centres now 
give a post-graduate training in midwifery to nurses, qualifying them 
to be “nurse-midwives’’. In Austria, Belgium and Switzerland there 
is no reduction in the length of midwifery training for women who 
are already nurses, but in France, Holland and Italy there is a reduction 
of from 2 to 3 years. In Great Britain the reduction is from two years 
to one year for State Registered Nurses and Registered Sick Children’s 
Nurses, and eighteen months for assistant nurses. This trend away 
from an entirely separate midwifery training of some 2-3 years to a 
shorter post-certificate course following on nurse training may not 
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appear to be in the best interests of the midwifery service, since so 
many other openings are available to the midwife who is also a nurse. 
Nevertheless, those who remain in the midwifery profession have a 
valuable qualification and experience behind them, and it is to be 
hoped that midwifery training is equally useful to those who return to 
general nursing. 


The midwife’s contribution to public health 


From the foregoing paragraphs it will be seen that in most countries 
the midwife has evolved from an uneducated, untrained woman who 
learned her art mainly through trial and error to one who is well- 
trained and qualified “‘to give total care to mother and child during 
pregnancy, labour and puerperium’’.'! Her training and status vary 
from one country to another, but basically her function is the same. 
In the vast majority of cases she cares for normal healthy women during 
the performance of a normal physiological function. She does not, as 
a rule, deal with illness in either mother or baby, but she-has tremendous 
opportunities for preventing it, because at this time both her charges 
are so vulnerable. 

There are two main aspects of the work of the midwife today. They 
are, first, her nursing care of the mother and baby, and, second, her 
responsibility for health education. Until the last decade or so, the 
first completely overshadowed the second in the importance attached 
to it, but now there is a much greater realization of the part midwives 
can play in the health education of the family. In the succeeding 
paragraphs I shall describe what I feel are the responsibilities of the 
midwife for the clinical care of the mother and baby, and then go on 
to what she can do as a teacher or health educator. In doing this 
I shall base my remarks on what I know of the work of the midwife 
in Great Britain, because the responsibilities of the British midwife 
extend over pregnancy, labour and the puerperium, and because in her 
relationship to the doctor she comes midway between the Dutch midwife, 
who undertakes full responsibility for the normal mother and baby, 
and the American nurse-midwife, who almost always acts under the 
direction of a doctor. 


The responsibility of the midwife for the clinical care of mother and baby 


We have seen how, during this century, the midwife has become 
much more than a mere “delivery woman’’. The value of antenatal 
care in the prevention of maternal mortality and morbidity and of 
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prematurity, stillbirths and neonatal deaths is now well recognized, and 
the midwife has an important part to play init. It is one of her duties 
to see that the expectant mother is medically examined early in preg- 
nancy, and to report on social conditions so that arrangements can 
be made for hospital confinement when necessary. The decision as 
to the place of confinement is of great importance, and is the concern 
of the mother, doctor and midwife. But the midwife may have to 
exert her influence to persuade the grand multipara, for instance, to 
have her ninth or tenth child in hospital. These people, bad obstetric 
risks, are often the most reluctant to go into hospital, because they 
do not like leaving their families. 

The midwife sees that the expectant mother is examined regularly 
during the whole of her pregnancy, and that blood tests for haemoglobin 
and the Rhesus factor are carried out. The examinations include 
urine testing, blood pressure reading, weighing and testing for oedema, 
and abdominal palpation. They may be done by the doctor or midwife, 
or both; in domiciliary practice it is usual for the general practitioner 
and the midwife to share this work between them. By detecting the 
earliest signs of toxaemia and referring the woman to a doctor, the 
midwife can do much to prevent the worst forms of this illness from 
developing, because treatment can be started in good time. Since 
toxaemia is also one of the major causes of premature labour its 
early treatment plays a large part in maintaining the pregnancy, thus 
giving the baby a much better chance of survival. The detection and 
treatment of anaemia is also very important, and while this is not 
such a serious problem as it used to be in Great Britain because the 
general standard of nutrition is so much better, it must never be over- 
looked. In some countries where malnutrition is common anaemia is 
a major cause of deaths from post-partum haemorrhage. 

During labour and delivery the midwife’s skilled care of the mother 
can do a great deal to prevent haemorrhage, trauma and sepsis. She 
may save the life of the baby by detecting the first signs of foetal distress 
and calling a doctor in time, and after it is born much may depend on 
her skill in resuscitating it. 

The first two weeks following the delivery call for a midwife’s care. 
Mother and baby are going through a period of adjustment, and the 
baby is particularly susceptible to infection and to chilling. In England 
recently it has been discovered that perfectly normal healthy babies can 
die because of low room-temperatures which allow them to become 
thoroughly chilled. The midwife can prevent this kind of thing from 
happening, and by her skilled nursing care of both mother and baby, 
particularly in the establishment of breast-feeding, she can contribute 
a great deal to their future well-being. 
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The midwife as a health educator 


The nature of the midwive’s work makes her welcome in the homes 
of the people and draws her close to the heart of the family. Her 
special concern is for the health of the mother and her baby, but she 
also comes into contact with the father and older children and some- 
times grandparents and other relatives. Moreover, the midwife’s 
contact with the family comes at a time of tension, excitement and 
anxiety, when people are generally in an impressionable and receptive 
state of mind and her counsel and advice are most likely to be 
accepted. 

Midwives have always, I believe, been teachers of the individual 
mothers whom they have attended, but not until the last ten or fifteen 
years have they taken part in the group teaching of expectant mothers. 
They are now doing so to an increasing extent, co-operating in this 
work with health visitors, physiotherapists, obstetricians and general 
practitioners. Many hospitals and most local authority clinics organize 
classes for pregnant women, and general practitioners sometimes do 
so in their surgeries. Some women benefit a great deal from this group 
teaching and group discussion, especially perhaps the young primi- 
gravida who is thirsting for knowledge. It is often a good plan, where 
expectant mothers attending a clinic have formed themselves into a 
definite group, to let them organize their own classes and say what 
subjects they would like to discuss. If this is done, they will not feel they 
are being “‘taught’’ or “dictated to’’, and they are more likely to absorb 
and to act on instruction given to them in an informal way in answer 
to their own questions. Other mothers may gain more from a chat 
with the midwife alone, because they may be too shy to ask questions 
in front of other people, or to admit that they have not understood 
what has been said, and they may bottle up many worries and anxieties 
that could easily be dispelled if they could talk to a sympathetic person 
who understands and who has time to listen. The midwife therefore 
must know the mothers and be able to assess their individual needs 
and their capacity for absorbing formal teaching. 

It is obvious then that one of her main objects in giving health 
education to expectant mothers, whether individually or in groups, is 
to eliminate as far as possible any fears they may have about their 
pregnancy and the birth of the baby. Practically all women experience 
fears or anxieties at this time, even though outwardly they may appear 
perfectly calm. Fear is often the result of ignorance, and therefore 
the midwife should explain simply to the mothers how the baby grows 
during the nine months of pregnancy and how this will affect their body 
functions. She should also tell them about the process of birth, and 
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what to expect when it begins. The “‘breaking of the waters’’, for 
instance, can be a most alarming experience for a young woman who 
has been given no warning about it. Physiotherapists may teach 
relaxation exercises to show the mothers how they can best help them- 
selves during the first and second stages of labour. But midwives can 
also give this teaching when they have received instruction in it them- 
selves. Fear of the pain of labour, or perhaps even more of not being 
able to put up with it, is very real and natural. The aim of all this 
teaching is to build up the mother’s confidence in herself and in her 
ability to cope with labour. It will help her tremendously if she feels 
confident in the people who are looking after her. A demonstration 
of the analgesia apparatus and an assurance that she can use it whenever 
she feels the need of it will do much to convince her that everything 
possible will be done to help her. 

There are other matters on which the midwife should see that the 
expectant mother is fully informed. Diet, hygiene, exercise, and 
preparation for breast-feeding are all subjects which the midwife should 
deal with either in group teaching or when visiting the mother at home. 
She should also advise her on what to prepare for the baby and, if 
she is having it at home, how to prepare the room. It is during these 
home visits that the midwife has such excellent opportunities for observ- 
ing the state of the house and the appearance and behaviour of the 
other children in the family. She can often give a helpful word of 
advice if she sees anything amiss, or she may be able to make suggestions 
as to where practical help can be obtained if it is needed. 

So far we have only mentioned the expectant mother in relation to 
the health education given by the midwife in the antenatal period. 
But it is very important not to forget the father. It is sometimes 
difficult for midwives working in hospital to have much contact with 
fathers until after the baby is born, unless classes are arranged to which 
they are invited. But the domiciliary midwife will meet him at home, 
and she should draw him into the picture as soon as possible. If a 
husband is going to be a real support to his wife during her pregnancy, 
he must know how she is likely to be affected by it and what he can 
do to help her. The question whether he should be with his wife during 
labour, and even at the birth of the baby, is one that must be decided 
between them. The midwife must use her discretion, but if it is obvious 
that they both desire to share this experience as fully as possible she 
should welcome the presence of the husband. 

The advice and teaching given by the midwife to the expectant 
mother and her husband can do a great deal to build up their confidence 
in themselves as parents, and this is particularly important with a first 
baby. It may make all the difference to their attitude to the birth of 
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the child and will help the mother to approach her labour with pleasur- 
able anticipation rather than with fear or dread. 

It is during labour that the midwife fulfils the role of “‘with woman’’ 
to the greatest extent. At this time she will not be imparting formal 
teaching or advice, but she will be a companion to the woman, watching 
closely the progress she makes, all the time encouraging her and giving 
her the feeling that she is being looked after by someone who cares 
about her and whom she can trust. 

Rosslin, the German author of a book with the delightful title, 
The Rosegarden of Pregnant Women and Midwives,' understood the 
importance of this very well when he wrote these words of advice to 
midwives: “‘Also the midwife must instruct and comfort the party not 
only refreshing her with good meat and drink, but also with sweet 
words, giving her hope of a speedie deliverance.”’ 

The arrival of a new baby is an event of major importance, which 
may have far-reaching emotional effects on the other members of the 
family. The first week or two following the delivery is not only a 
time of quite critical physical adjustment for both mother and baby 
but also a time when psychological adjustments have to be made. 
Mother and baby have to get to know each othei, and, particularly 
in the case of the first baby, the mother must learn how to handle him 
and gain confidence in her ability to do so. It is the midwife’s respon- 
sibility to teach the mother how to bathe the baby and how to feed 
and clothe him. She should see that the mother handles her baby as 
much as possible herself, so that by the time she goes home from 
hospital or the midwife ceases to visit her she has assumed her mother- 
hood with complete self-confidence. 

In the case of a second or third baby, especially if it is born at home, 
the midwife can observe the mother’s attitude to the other children 
and the way in which she introduces the new baby to them. Jealousy 
is often aroused in the older children (and also in the father) if the 
mother becomes too much absorbed in the baby, and it is here that 
the midwife may be able to give her advice that will help avoid this 
distressing situation. Sometimes a baby is born with some congenital 
abnormality, always a terrible shock to the parents, who may feel 
guilty about it or find it extremely difficult to accept the child. The 
midwife can do something to comfort them by assuring them that they 
are in no way responsible for these things, and that it is rare for two 
abnormal babies to be born to the same parents. She can also advise 
them, in many cases, of treatment that can be given—for example, of 
operations for hare-lip and cleft palate. 


+ Résslin, E. (1513) Der swangern Frawen und Hebammen Roszgarten, MWagenau (later published 
in English under the title The byrth of mankynde). 
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It has been said that the midwife has three assets—‘“‘time, skill and . 
attitude of mind’’—,! which are of tremendous value to the mothers 
and babies she cares for. This I think is perfectly true, and in these 
paragraphs which describe the clinical and teaching responsibilities of 
the midwife as they are in Great Britain today I have tried to show 
how she can use these assets to the best advantage in promoting the 
health of mothers and babies. I have gone into some detail because 
I believe it is in the skilled care and advice which she gives to individual 
mothers during pregnancy, labour and the early puerperium that the | 
midwife makes her most valuable contribution to the health of the 
community. 

In Great Britain and in most of the economically developed countries 
of the world the majority of mothers do not need to be taught the 
“rudiments of healthful living’’. They already understand the impor- 
tance of cleanliness in the home and in the preparation and storage 
of food, and the general standard of child care, from the physical point 
of view at any rate, has vastly improved during this century. Many 
people, however, are ill-informed about food values, and there still 
remain the hard core of “problem families’? who need very special 
care and support. The midwife is sure to meet them some time during 
her career, and again, because she is a welcome visitor to the home 
and may even be the first person to learn of the family’s problems 
through her contact with the expectant mother, she can do a great 
deal to help and advise them. 

One of the major problems that has to be faced in some of the 
more highly developed countries is the high incidence of mental illness. 
In England and Wales, for instance, over 40% of hospital beds are 
devoted to the nursing of patients suffering from mental illness or 
mental deficiency. Mental deficiency may result from birth trauma, 
and mental illness is sometimes precipitated by the stresses and strains 
of childbearing. The failure to establish a satisfactory relationship 
between mother and child in the early days of infancy may also pre- 
dispose to mental illness later in life. Because the midwife is closely 
involved through her work with all these predisposing factors, she 
should be able to help in the prevention of mental illness and in the 
promotion of mental health. 

In other parts of the world, the problems of health education are 
bound up with the wider problems of illiteracy, ignorance, poverty 
and superstition. The greatest havoc among mothers and young 
children is caused by malnutrition and infectious diseases such as 
malaria, smallpox, tuberculosis, and the gastro-intestinal infections. 
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The mothers’ diet is often extremely deficient in protein, and this leads 
to anaemia and post-partum haemorrhage. While the babies are 
breast-fed (which may be for 18 months or two years) they thrive, 
but when they are weaned they deteriorate rapidly because often there 
is no milk with which to feed them. This is the case in some parts 
of Ghana for instance, where there are no cows. The people do possess 
goats, however, but do not appear to use their milk, nor will they eat 
eggs, although they are plentiful, because they are believed to cause 
sterility or miscarriage in women. . The main difficulty here seems to 
lie in the ignorance and superstition of the people and not so much 
in the unavailability of the necessary foods. Health education in 
countries like this must be extremely difficult to carry out, and the 
number of qualified medical and nursing staff is often quite inadequate 
for the magnitude of the task. It is therefore very important that all 
midwives, whether they be fully |qualified midwives, auxiliary midwives, 
or traditional birth attendants,; should have the knowledge and skill 
to act as health educators in the widest possible sense of the term. 


The preparation of the midwife aS a health educator 


How far does the training of the midwife prepare her for her role 
as a health educator? This question is not easy to answer because 
the syllabus and content of training vary considerably from one country 
to another, and in some areas there are several different categories of 
. midwife. It may be useful, however, to consider first what theoretical 
instruction and practical experience are of particular value and importance 
in the training of the fully qualified midwife, if she is to be adequately 
prepared for this part of her work. 

To my mind experience of domiciliary midwifery is the most impor- 
tant part of the midwife’s training because it brings her into the homes 
of the people, and she sees the mother in the midst of her family and 
in her own familiar surroundings. Perhaps for the first time she begins 
to understand what kind of woman she really is, and under what 
conditions she is bringing up her children. It is surprising how different 
the mother may appear when she attends the clinic or when she is a 
patient in hospital. If the pupil-midwife only meets her under these 
circumstances she can only half understand her, and she cannot possibly 
appreciate what her home is like. How then can she learn to give 
effective health teaching? 

The training of the midwife in Great Britain includes a minimum 
of 3 months’ experience of domiciliary midwifery, and the pupil-midwife 
often lives in the home of the district midwife, who undertakes respon- 
sibility for her clinical teaching. She learns how to approach people 
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in their own homes, to understand their particular customs and habits, 
and to appreciate their everyday problems and difficulties. 

This domiciliary experience is included in the training of midwives 
in most countries where the pattern of training has been based on that 
of Great Britain. Thus, Jamaica, Malaya, Burma and Singapore all 
insist upon 3 months’ domiciliary experience, and Nigeria upon 6 months. 
These countries also include instruction in health teaching and experience 
in maternal and child welfare clinics. There are a number of countries, 
however, where the midwife’s training is entirely in hospital, and these 
include South Africa, West Germany, Australia, New Zealand, Hong 
Kong, Greece, Barbados, Denmark, and Holland. The reason for this 
may be that so few mothers have their babies at home (e.g. in Australia 
and New Zealand) that there are not the facilities for providing the 
experience. It may in other cases be due to lack of organization, or 
to lack of sufficient district midwives capable of teaching the pupils. 
But even if it is impracticable to give the pupil-midwife experience of 
conducting domiciliary deliveries she can at least visit the mothers’ 
homes during the ante-natal and post-natal periods. The WHO Expert 
Committee on Midwifery Training emphasizes the importance of this 
experience in bringing the pupil-midwife into close contact with family 
life and teaching her “to adapt her technique, whilst maintaining an 
essential standard of care’’.! It is also important in helping her to 
understand the background from which the mothers come and to 
which they will return from hospital with their babies. For this reason, 
experience of domiciliary midwifery is very important, even if the 
midwife is being trained to work in a country where most babies are 
born in hospital. 

The teaching of mothercraft and the principles of nutrition is included 
in the syllabus of training in all the countries I have mentioned. As 
well as the factual subject matter to be taught to the mothers, the pupil- 
midwife should learn the importance of using simple words familiar to 
the mother, and the value of visual aids such as flannelgraphs, models, 
pictures and films, and best of all, a real live baby. Obviously all 
health teaching must be adapted to the country, race and religion of 
the people with whom the midwife will be working, and it is very 
important that she should understand not only their language and 
dialect, but also their customs and beliefs. 

The WHO Expert Committee agreed that the psychological aspects 
of childbearing and the emotional needs of the mother and her baby 
should be included in the training of the pupil-midwife, but how far 
this is being done at present it is very hard to say. They are not actually 
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detailed in the syllabus of training of the midwife in Great Britain, but 
pupils are made aware of psychology as it affects mother and baby 
and family. Although there is a growing realization of the importance 
of these subjects, the amount of teaching depends to a great extent 
on the individual tutor. The syllabus of training for the Midwife 
Teachers’ Diploma in Great Britain provides for lectures on these 
subjects and so does that of the nurse-midwife in the USA. Psychology 
is included in the general training of the nurse in Great Britain, and 
therefore the majority of pupil-midwives already have some knowledge 
of the subject. But in view of its importance in the care of mothers 
during pregnancy, labour and the post-natal period, and in dealing 
with the needs of the newborn baby, I think more emphasis could 
usefully be placed on it in the training of the pupil-midwife. 

Clearly, if the midwife is to be at all effective as a health educator, 
she must understand how the health of the community is safeguarded, 
what measures are adopted for this purpose, and how the public health 
services are administered. Pupil-midwives in Great Britain are taught 
about this in the second period of their training, and have an opportunity 
during their domiciliary experience to meet other workers in the public 
health team. 

I have mentioned the importance of the midwife having some know- 
ledge of psychology and an understanding of the psychological and 
emotional needs of the mother and young baby. She also needs to 
understand herself, and to have an insight into her own behaviour 
and attitudes. This is of course necessary for anyone who works with 
people, but it is specially important for the midwife if she is to establish 
good relationships, not only with the families she meets, but with the 
other people with whom she works. Unless she can do this she will 
not be a good midwife, and she will be quite ineffective as a health 
educator. 

The WHO Expert Committee again emphasizes the importance of 
this, and I think that probably more attention should be paid to it 
than is at present the case in most countries. The midwife’s field of work 
has broadened so much, and so many more people are involved in the 
care of the mother and baby, that it is vital she should be able to develop 
satisfactory personal relationships with other people. 


The auxiliary midwife and traditional birth attendant 


The preparation of auxiliary midwives and traditional birth atten- 
dants for their role as health educators is just as important as that of 
the fully qualified midwife, though it will necessarily take a much 
simpler form. In-service training and supervision of these women 
while they are doing their work in the villages is probably the most 
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satisfactory. If they are sent away to some modern hospital for training 
—as the younger girls might well be—, they are often reluctant to 
return to the villages, where conditions of work are so much more 
difficult. The essential thing is to teach them the importance of clean- 
liness and of non-interference during Jabour, and also the recognition 
of abnormalities. At the same time they can be taught what advice 
to give to mothers about food, clothing, personal cleanliness and the 
care of the baby. Since many of these women are quite uneducated, 
the training they are given must be extremely simple and practical, 
based on situations and procedures that are already familiar to them. 
Reading and studying from books will hardly come into it. 


The midwife as a member of the public health team 


At the beginning of the twentieth century the midwife worked very 
much as an isolated independent practitioner, and to some extent still 
does in countries like Holland and Germany. But in Great Britain, 
at any rate, she has now become one of a team, working closely with 
the other members in the care of mothers and babies. The constitution 
of this team necessarily varies from one country to another, and of 
course there are many areas where the midwife is working quite alone 
from a centre in a remote part of the country, many miles away from 
any hospital or doctor. Even so, she may, and indeed should, still 
feel herself to be part of a team, all of whom are working to improve 
the health of the community. 

The members of this team with whom the midwife works most 
closely are the doctor, the health visitor or public health nurse, and 
the physiotherapist. She also comes into contact with almoners, 
organizers of home help services and the home helps themselves, and 
sometimes with childrens’ officers and public health officers. It is 
important that she should be fully aware of the functions and responsi- 
bilities of these different people, so that she knows when to refer to them. 

With regard to the doctor and the midwife’s relationship with him, 
it is of great importance that they should work together as colleagues. 
Each should understand what the other’s particular contribution to the 
welfare of mother and baby actually is, and they should be quite clear 
about their respective responsibilities for their care. Where the midwife’s 
training prepares her to conduct normal deliveries in institutional or 
domiciliary practice on her own responsibility, she should be given 
scope by the doctor to practise this skill. She should also be allowed 
to undertake her share in maternity care to the fullest extent to which 
her skill and experience entitle her. On the other hand, the midwife 
must realize when the attention of the doctor is necessary, and she 
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should also work closely with him in the health teaching which she 
gives to the mother. Doctors and midwives sometimes have different 
views as to what mothers should be advised to do, particularly in the 
matter of infant feeding, and it is important that they should not give 
conflicting advice, which can only confuse the mother. 

In Great Britain the midwife comes into contact with the health 
visitor during the antenatal period, and again when she hands over the 
care of mother and baby to her at about the 14th day after delivery. 
In the rural areas of Great Britain the midwife is often the health visitor 
as well, and this conveniently ensures that there is no breakdown in 
co-operation or communication between them. To my mind, health 
visiting and midwifery go very well together because they are both 
essentially preventive, but the more usual arrangement is for district 
nursing and midwifery to be combined and for health visiting to be 
done separately. As we have already said, the midwife and health 
visitor very often share between them the health teaching of expectant 
mothers attending antenatal clinics. The midwife usually gives the 
teaching on the physiology of labour, the analgesia apparatus, the care 
of the breasts and preparation for breast-feeding, and the preparations 
for the baby, while the health visitor may deal with diet, hygiene and 
infant feeding. Either the midwife or the health visitor visits the home 
to assess its suitability for home confinement, and the midwife may 
find it very helpful to consult the health visitor if she encounters any 
social problems in the families she visits. Similarly the health visitor 
may refer to the midwife if she meets some difficulty which the midwife 
is more competent to deal with than she is herself. So these two workers 
should work in harmony with each other, each recognizing the particular 
responsibility and skill of the other. 

The advent of the physiotherapist in the field of midwifery is 
comparatively recent. Although there are not enough of them in 
Great Britain to ensure that every expectant mother can have their 
services, they are employed in most of the larger hospitals and by some 
local authorities. Their particular contribution to the care of mothers 
is to teach them how to relax and do simple exercises to improve muscle 
tone both before and after the birth of the baby. The classes they give 
to expectant mothers do help to increase their confidence and control 
over themselves during labour, and midwives should be thoroughly 
aware of the teaching given by physiotherapists so that they can co- 
operate with them and help the mothers, when they are in labour, to 
put into practice what they have been taught. 

The doctor and the midwife are the two members of the public 
health team primarily responsible for maternity care. In the more 
highly developed countries they can call the obstetrician or paediatrician 
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to their aid if necessary, and they are assisted in their work by the 
health visitor and the physiotherapist. The pattern of the service varies 
from one country to another, and from area to area within the same 
country, but whatever it may be the important thing is for each member 
of the team to know what the responsibilities of the others are. Meetings 
and discussions are extremely helpful, and indeed essential, if this is to 
be achieved and if the health teaching given to the mothers is to be 
properly co-ordinated. 


Conclusion 


During the last ten or fifteen years an ever-increasing number of 
nurses and midwives have come from all over the world to study 
midwifery in Great Britain and to gain the British qualification, or to 
take the Midwife Teachers’ Diploma. Most of them return to their 
own countries, very often with the intention of starting a midwifery 
training school where none has existed before. British midwives have 
also travelled to other countries such as Singapore, India, Indonesia, 
Nigeria and Malaya, to work on maternal and child health projects 
with WHO or to staff mission hospitals in isolated areas. 

These are just examples of an interchange of midwives that can do 
nothing but good in raising the standard of maternal and child care 
throughout the world. The midwife, whether she is working in a 
modern maternity hospital or in a remote village community, has a 
vital contribution to make to the health of mothers and babies, both 
as an expert in normal midwifery and as a health educator. The scope 
of her work is continually widening, and the task of the future must 
be to see that her education and training enable her to carry these 
growing responsibilities. 


THE ASSISTANTE SOCIALE IN FRANCE 


YVONNE TURPIN‘ 


It is impossible, within the limits of this paper, to describe all the 
functions of the social worker (assistante sociale) in France, functions 
that are fulfilled in part by public health nurses in other countries. 
Since 1945, legislation on health and social welfare has made provision 
on a wide scale for the employment of social workers, especially in the 
fields of prevention, protection, and rehabilitation. This legislation has 
been designed to be applied in different ways so as to take into account 
differences in regions and economic and social conditions, as well as 
technical, social, and health advances. Changes can in this way be 
introduced smoothly, and the medico-social services are able to remain 
flexible and mobile. 

In France—as in several other countries—, the social services are 
in the throes of transformation, and the changes that they are undergoing 
are not taking place uneventfully. Fresh and divergent views are being 
expressed, and a whole series of new problems have arisen—problems 
that affect the social worker too. 


History of the social service 


There is no official definition of the social service in France, but 
the profession of social worker has been the subject of legislation on 
three occasions: in 1946, when there was a general statute on social 
workers; in 1950, when the social services were coordinated; and in 
1955, when the establishment of State social workers was regulated. In 
these enactments the French legislative chambers describe a social 
service as a “‘body carrying out, through qualified social workers, social 
activities affecting individuals, families, and communities’’. There is 
no defined type of social service: its juridical form varies, it may be 
public or private; its functions too are difficult to define, but its charac- 
teristics are well known to those who make use of it. The first social 


1 Chief Social Worker, Ministry of Public Health and Population, Paris, France. 
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services in France date from the beginning of the twentieth century, 
when social welfare homes were set up in the suburbs of Paris and 
maternal and child aid began, nurses visiting young mothers and the 
sick. Already in 1901 Professor Calmette had, while setting up his 
model dispensary, foreshadowed social work by his ideas about domi- 
ciliary investigation; the dispensary he advocated was to cover a 
district, track down cases, and engage in preventive and curative work. 
In 1919, after the First World War, the campaign against tuberculosis 
was organized on medico-social lines. The medico-social service grew 
apace in these years (1917-1923), helped by the Rockefeller Mission. 
In 1917, thanks to the American Red Cross, the hospital social service 
began, working in some of the tuberculosis services and in the maternity 
hospitals. Nurses started visiting tuberculosis patients and children. 

The French tradition of social service as a private, before it becomes 
an organized collective, function has nevertheless persisted to such an 
extent that today the social worker appears as a family adviser and an 
adviser of organizations serving the individual and the community. 
This dual role is the essential characteristic of the French social worker: 
she remains the intermediary between individuals and families on the 
one hand and social and medico-social institutions on the other; and 
she teaches individuals and families how to find their own solution to 
their social and medical problems. Her official position and functions 
are guaranteed by law. 

In France all social work is based on the idea of general training— 
by which is meant the cultivation of the ability to carry out a variety 
of educational, social, and medico-social tasks for the benefit of a group 
of individuals in a given geographical area or a fixed social group. 
This general training enables the social worker to meet all the needs 
of a family, but it does not exclude the specialized social services that 
have inevitably increased so greatly in number as a result of advances in 
social, medical, and psychological techniques. These special services 
in fact dovetail into the general social service. 


The training of social workers 


The training of social workers is, as has been said, general in scope, 
covering teaching, health, and social matters. Trained social workers 
are suitable staff for social hygiene institutions, for disease prevention 
work, for domiciliary work, or for the specialized services. Training 
is both theoretical and practical, with studies of theory, probationary 
periods, and practical work. It is not carried out by the State, but is 
authorized, regulated, and supervised by the State. There is only one 
school of training that is dependent on the State; the others, public 
and private, are approved. 
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The need to train the staff of the social service became manifest 
before the First World War. In 1911 the Ecole Normale Sociale was 
created; in 1918, the Ecole pratique de Service social. The State used to 
recognize two diplomas: that of social hygiene visitor, most of whose 
work is in the field of health; and that of social worker, whose health 
knowledge is more limited but who is better acquainted with social 
problems as a whole. The theory was that the former should assist the 
medical profession and the latter other services (factories, homes, 
clinics, etc.). But the distinction was soon found to be inoperative; 
posts intended for the social hygiene visitor were in practice occupied 
by social workers and vice versa, and their spheres of action overlapped 
in domiciliary work, where the gaps in specialized training and the waste 
of effort became obvious. 


Accordingly in 1938 a decree established a single diploma and unified 
the training. An attempt was made in 1941 to re-establish a distinction 
as before, but it failed, and there is at present only the one service of 
social workers with a single diploma. A decree of 1951 regulated the 
grant of the diploma. 


Recruitment of students 


Students are required to have the secondary school-leaving certificate 
for admission, and to have as well maturity of mind, robust health, 
soundness of judgment, and sufficient culture to follow the course with 
profit. The staff must be of high quality and able to keep abreast of 
medical and social advances. The minimum age of entry is 19 on 
1 January following the date of admission; the maximum 36. These 
dates may be waived in special circumstances. Neither the entrance 
examination nor the diploma suffices for an assessment of the total 
personality of the candidate; her intellectual and social qualities are 
assessed particularly during a probationary period, but weeding out 
continues to go on throughout the whole of the course. 


Programme of study 


The course lasts 3 years. The first is a year of medical studies, taken 
jointly with nursing students; the next two are devoted to social and 
medico-social studies. They consist of theory, practical work and 
periods of probation. The first year’s training helps equip future social 
workers to be able to warn the doctor of impending trouble and assist 
him in dealing with it.1_ The second and third give more attention to the 


1 The first year programme is being revised to meet the needs of the profession still better. 
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study of social legislation and the elements of psychology, psychiatry, 
sociology, demography and law.! 

Practical work is necessary, in the shape of study circles, pooling of 
research, investigations, case discussions, and visits, because it represents 
for the student an effort at marshalling personal knowledge and analysing 
a concrete situation. 

Probationary work is most important. Carried out under the 
surveillance of qualified instructors in close touch with the school, it 
initiates the student into social work and indicates whether she can 
adapt herself to it. In the first year the probationary period lasts 
10 months (8 medical and 2 social periods). In the second and third 
years there are 16 half-time months supervised by qualified social 
workers appointed as probationary instructors, in social services indi- 
vidually approved for the purpose by the Ministry of Public Health. 
Normally half-time, these periods may be full-time for not more than 
2 months, in which case the period on half time will be 12 months. To 
familiarize the students with the various fields and social service struc- 
tures, probationary work covers the social scourges (tuberculosis, venereal 
diseases, cancer, mental diseases), children’s welfare (maternal and child 
welfare, child welfare, maladjusted children, school hygiene, children’s 
homes, professional training centres), and adult services (industrial 
health, rural services, hospital services, family allowance fund ser- 
vices, social security, homes, institutional services of various kinds, 
etc.). 

Private schools are fee-paying, but the students can obtain State 
scholarships whose maximum has been fixed at 19000 French francs 
monthly. Other scholarships and exhibitions are awarded by local bodies, 
social security and family allowance funds, and agricultural friendly 
societies. As a rule they carry with them the obligation to serve in a 
particular service; the Ministry of Public Health awards a State scholar- 
ship on condition that the scholar undertakes to spend 5 years in a 
public service. 

Students aged at least 21 years on 1 January of the current year 
who have completed the whole course in a school for social workers 
are admitted to the examination for the State diploma, held twice a year 
in designated university centres. This examination consists of three 
parts, oral, written, and practical, and failure in any one part will be 
failure in the whole examination. Two certificates for special studies are 
also awarded after a period of 6 months additional study each: one is 
for rural specialization, the other for overseas problems. 


_* According to statistics for the last 5 years, 50% of candidates for the State diploma for socia 1 
service first obtain the State nursing diploma. A very small number have the midwife’s diploma. 
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Legal conditions for the exercise of the profession 


A law of 1946 regulates the exercise of the profession of social 
worker. It lays down that no one can be employed as a social worker 
in a public or private social service or bear the title of social worker or 
any other title that might be confused with that of social worker unless 
he or she has a State diploma (provision is made for persons working 
in such services before the promulgation of the law who did not have a 
State diploma). The provisions on the exercise of the functions of social 
worker include entry in a professional register drawn up annually in 
each department, professional secrecy, and disciplinary punishments. 
Within a limited period of their taking up a post in a department, social 
workers and auxiliary workers are required to register their diplomas, 
titles and certificates at the prefecture, and they must re-register on 
transferring residence to another department and on resuming profes- 
sional work after 2 years of interruption. The list of persons working 
regularly, with the date and nature of their diplomas, is drawn up every 
year by the prefect of the department and included in his administrative acts. 

Social workers and auxiliaries are bound by law to maintain pro- 
fessional secrecy, a principle to which the profession is firmly attached. 
It is a principle that gives rise to ticklish problems when the social worker 
is asked to intervene in a family on behalf of a health or social protection 
institution. 

The use of the title or badge of social worker by unauthorized persons 
is punishable. Courts and tribunals may deprive social workers tempo- 
rarily or permanently of the right to exercise their profession. 

There are at present about 16000 social workers exercising their 
profession in France. 


Organization of the medico-social service in France 


In France the work of the social workers falls within the framework 
of the extensive health and social services of the State. The medico- 
social service consists first of the departmental social hygiene service, 
set up by the Government for the campaigns against tuberculosis and 
the venereal diseases, maternal and child care, the prophylaxis of 
mental disorders, and the campaigns against alcoholism and cancer. 
The Ministry of Public Health is the controlling authority, and there is a 
departmental Director of Health and a large staff; the social workers 
collaborating with doctors, nurses, and other members of the staff. 
The work of the social workers in each section is coordinated by chief 
(or at least principal) social workers responsible to the medical head 
of the service. The medico-social service also contains the hospital 
service of the country, which includes the general and special hospitals, 
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the various kinds of sanatorium, and centres like those for cancer. 
The social workers are to be found in the hospital service to the number 
of 10 000. 

It will be seen from this that the social workers have many and 
diverse functions to fulfil. They no longer work alone but in close 
co-operation with technicians, doctors, midwives, psychologists, educators 
and others, this teamwork now being the usual method of work and 
requiring more and more a wide general medical culture, a solid and 
sure technique, a broad outlook, knowledge of research methods, well- 
adapted means of expression, and a firm basis of professional ethics. 


The social worker’s job 


The social worker helps in the discovery and prevention of disease. 
She furnishes the doctor with the personal, family, social, or professional 
information he may require in any case. She sees that the doctor’s 
advice and recommendations are followed and reminds the patient of 
the date and time of the doctor’s next visit. She helps place patients in 
establishments where they can be treated or rehabilitated. She helps 
the patient and those around him to settle problems—family, economic, 
or social—with which they are faced as a result of the illness. She 
helps in the patient’s rehabilitation and restoration to society with 
advice about employment, etc. To do these things presupposes an 
advanced technical training in some fields, such as infant welfare, the 
antituberculosis campaign, mental hygiene, or the campaign against 
venereal diseases. 

The departmental social worker carries out visits, and conducts 
inquiries and private personal interviews at the clinics; she keeps the 
records and the official documents; she takes all kinds of action; and 
she keeps in close contact with other social services. She is not however 
permitted to take the initiative in matters of treatment or give care 
(except in emergencies, in the most exceptional circumstances and on 
the express wishes of the doctor in charge). 

The social worker’s job varies according to whether she works in 
the health centre or on the district. The health centre gives medical 
and social consultations to adults and children, has premises for corrective 
gymnastics, social worker clinics with various services available at 
fixed times, a system of domiciliary care, parents’ classes, etc. The 
establishment of such medico-social centres in new housing estates 
facilitates coordination of work and co-operation with the specialists 
attached—paediatricians, psychiatrists, specialists in tuberculosis, etc.—, 
with members of the teaching profession, and the like. 

The health centre may be general, with special sections for maternal 
and child welfare, tuberculosis, the venereal diseases, mental diseases, 


ASPECTS OF PUBLIC HEALTH NURSING 149 


cancer, etc.; or special. Except in the newly opened field of the campaign 
against cancer, the social workers attached to clinics are for the most part 
specialized. They assist the doctor by preparing all that is needed for 
his consultations; in his preliminary history-taking, if necessary getting 
into touch with the patient’s family physician; by keeping the case 
records in order, seeing that they are all properly classified; by writing 
reports, preparing statistics, and looking after the administrative registers ; 
by home visits to see that the doctor’s recommendations are being 
carried out and to give health advice; by enlisting the co-operation of 
other services, organizations, etc.; and by arranging for the patient’s 
transfer to establishments for treatment or for rehabilitation. If she can- 
not make inquiries herself, she enlists the aid of the district social worker. 

The general social worker in charge of a district looks after the 
families in an area that varies with the density of the population (5000- 
6000 inhabitants in rural areas, 8000-10000 in urban areas), the 
topography, the means of transport available, and the number of social 
workers available, whether directly or through other social services. 
Loans have been granted to enable the social workers to obtain means 
of transport, usually low-powered automobiles. The speed and efficiency 
of the social worker’s activities would be increased if she was equipped 
with more efficient means of transport. Modern and practical secretarial 
methods, standardization of working methods, and documentation 
and demonstration material would prevent the social worker from being 
overwhelmed with work and enable her to meet more readily the demands 
made for her services and for statistical and other returns. 

The basic duties of the general social worker are home visiting 
and the clinic. The clinic is held at fixed hours and places in each 
part of the district, and may, if need be, be held at the town hall, the 
centre of civic life. The frequency with which it is held depends on needs 
and the density of the population; it is better attended in urban areas. 

Social workers may also help in vaccination sessions, in school 
hygiene consultations when the specialized service is absent, at district 
committees, at first-aid or child welfare courses, at health education 
conferences, in kindergartens, children’s holiday camps, and the like. 
They help in home visiting by approaching the authorities about social 
security and aid of one form or another. They ensure that medical 
consultants have all that they need for their consultations, and act 
as intermediaries between them and the patient’s families. They assist 
families in all their health, school, psychological, professional, or 
economic difficulties. Their many-sidedness enables social workers to 
gain the confidence of the family, which would be put off by a succession 
of visitors claiming competence in one or more points intruding upon 
their private difficulties and failings. 
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Social workers and new medical techniques 


While great strides have been made in maternal and child health in 
France in recent years, the rate of infant mortality nevertheless remains 
higher than in other countries such as Sweden or the Netherlands. 
To help remedy this state of affairs, the social worker must have some 
knowledge of modern paediatrics. Maternal and child welfare work is 
under the departmental Director of Health, who, with the help of the 
chief social worker for maternal and child welfare, supervises the 
work of and keeps discipline among the part-time and whole-time social 
workers in this field. The workers may be in public (departments, 
communes, institutions), semi-public, or private bodies. The depart- 
ment responsible for maternal and child welfare concludes agreements 
with the bodies to which the social workers belong. fixing the terms and 
conditions of their employment and the modes of payment. 

Of the two categories of social worker, general and special, the 
former, more numerous, carry out maternal and child welfare work in 
whatever social hygiene sector they are engaged. The specialists, 
particularly proficient in child welfare, act as consultants to the general 
social workers and are approached by them in difficult cases, when, for 
example, a more advanced level of health teaching is required. 

The social worker helps educate prospective parents to prepare 
for the baby by caring for the mother’s health during the pregnancy, 
and arranging for consultations. After the birth there will be visits to 
the home, involving the question of breast-feeding, the various needs of 
the mother, the baby’s growth, decisions on when the doctor should 
be called, instruction on the dangers of certain conditions in the baby, 
and the like. The social worker can render very useful services 
with premature babies, help where there is maternal deprivation, 
arrange for the baby to stay in a nursery if this is necessary, arouse 
the parents to an awareness of the danger of accidents (without 
creating an accident psychosis in them), and advise on immunization 
procedures. 

In the campaign against tuberculosis the social worker has to pay 
close attention to the doctor’s instructions on prophylaxis, to protect 
the members of the patient’s family circle and to prevent relapses. She 
will pay visits at suitable intervals, unhurriedly, for she should attempt 
to build up a relationship with the patient that will reduce his feeling 
of inferiority and make him feel that the social worker regards him as 
a person, not a case. She must occupy herself with his rehabilitation 
into- lis family. and-society, and awake in him the feeling that doctor, 
. -family, employer and himself are all co-operating to set him on his feet 
at resin” 4%: 
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In the campaign against cancer, the social worker must grasp the 
problems involved and realize the need for close contact between the 
Joctor, the family, and the patient. 

In the wide and rapidly developing field of mental disorders, the 
social worker must have a good groundwork of theory and practice. 
She must be able to listen well, give advice, keep in contact with families 
and the school or professional background, and remain in close touch 
with the mental health centres. 

In the rehabilitation of the injured the social worker has an important 
‘ole to play, and indeed she has been given a particularly active one in 
he special institutions set up to restore the injured to an active place 
n the community. 


Participation in the planning and implementation of social health 
programmes 


Social workers sometimes take part in administrative planning, 
rither in a personal capacity because of their qualifications or because 
hey are appointed by professional bodies to the committees and councils, 
such as the Standing Social Hygiene Council (with its various committees), 
the Social Service Council, or the Council for the Improvement of 
Nursing and Social Worker Schools, all of which are concerned with 
planning. In the coordinated public health programme, too, they have 
been brought into the research work encdiraged by WHO and carried 
out under the auspices of the International Children’s Centre and the 
National Institute of Hygiene. Here they have assisted or are assisting 
in the trial of practical child welfare teaching in maternity hospitals, in 
the studies of maternal deprivation and of normal growth in children, 
in the inquiry into the fate of physically handicapped children, in a 
project for domiciliary care of sick children, and in a pilot club to occupy 
children’s leisure time. Many other studies, such as one on old age, 
iIness, and hospitalization, show that the social workers have a consider- 
able part to play and that they must be better trained for what they 
have to do. This will mean more instruction, in-service and other, 
periods of probation, regular refresher courses, international exchanges, 
a better distribution of work, concern with organized sxientific research 
and training for all the special tasks in store. The French social 
services, like many others, are at present suffering from a dearth of 
qualified personnel, largely because of the demographic situation, and 
a great effort is needed to keep social workers abreast of their subject 
and constantly available to meet the needs of the Za 4nd_of their 
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THE WORK AND TRAINING OF FELDSHERS 
AND NURSES IN THE USSR 


E. D. ASHURKOV,;! A. ZHUK,? & Y. LISITSIN* 


The training and utilization of medium-grade medical personnel is 
one of the most pressing of contemporary public health problems 
and is acutely felt in various countries, in those with a highly developed 
economy as well as in those with a less developed economy. Problems 
connected with the basic training, further training, and rational utilization 
of nurses and technical and auxiliary medical staff are under constant 
study by WHO and its regional organizations, and by many governments. 

The training and utilization of medium-grade medical staff, parti- 
cularly nurses and feldshers, has always been an important task for 
the health authorities in the USSR. In health administration practice 
in the Soviet Union the solution of this problem has followed certain 
characteristic national lines, which may be of interest for health workers 
in other countries. These characteristic trends are closely connected 
with the distinctive features of the Soviet health system as a whole. 

All groups of auxiliary medical workers in the USSR are known under 
the generic name of “‘medium-grade medical personnel’’. This category 
includes feldshers, midwives, nurses, X-ray laboratory assistants, 
dental technicians, etc. Only the duties and training of the two main 
groups of medium-grade medical staff in the USSR—the feldshers 
and the nurses—are dealt with here. They have special features, 
which have their origin on the one hand in the tasks, methods, and forms 
of organization of the Soviet health services, on the other in the system 
of general and specialized education in the USSR. 

There has been training of feldshers in Russia since the eighteenth 
century. Feldsher education assumed great importance in the first half 
of the nineteenth century as the result of the development of Zemstvo 
public health services. Feldshers worked in Zemstvo medical establish- 


* Director, Institute of Public Health Organization and Medical History (Semashko Institute), 
Moscow, USSR. 
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ments, where they helped the physicians and, in some instances, took 
their place. In addition, there was a considerable number of feldsher 
and feldsher-midwife centres at which feldshers, working independently 
of physicians, gave medical assistance to the rural population. Great 
controversies raged concerning the place of the feldsher in the Zemtsvo. 
Whereas progressive and democratically inclined Zemstvo physicians 
strove to provide the peasantry with easily accessible, fully qualified 
medical assistance, assigning the feldshers only an auxiliary role, the 
landowners who headed the Zemstva were in favour of independent 
feldsher services as being a cheaper form of medical assistance. It 
must be said that among the feldshers there were quite a number of 
qualified medical workers devoted to the people and striving to keep 
abreast of developments in medical science. 

In 1913 in Russia there were 4284 rural medical districts, 4518 rural 
feldsher and feldsher-midwife centres, and about 29 000 feldshers. 

After the October Revolution, the question of providing qualified 
medical assistance in the countryside was actively tackled. The system 
of feldsher and feldsher-midwife centres and feldsher schools began 
gradually to expand. Feldshers were given an opportunity of training 
to become qualified physicians in a shortened period. 

With the development of industrialization and the collectivization 
of agriculture, the country was faced with the task of training specialists 
for all branches of the national economy. The training of medical 
workers was considerably expanded. 

At the same time, the need became ever clearer for a larger number 
of medium-grade medical workers to work in the midst of the rural 
population, giving first-aid and medical assistance before the arrival of 
the doctor (particularly during peak periods of agricultural work), 
and carrying out preventive measures. All previous historical experience 
suggested that it was feldshers who should perform these tasks. The 
number of feldsher centres in the countryside again began to grow, 
reaching 8364 in 1932. The turning point in the development of feldsher 
education was the Government Decree of 8 September 1936, which stipul- 
ated that feldshers should undergo three-year training courses in feldsher 
schools. Before the Second World War, more than 80000 persons had 
been trained in the feldsher schools, and the number of feldshers had 
increased from 40 300 in 1936 to 75 900 in 1940. 

In 1958 there were 343 300 feldshers, feldsher-midwives and feldsher- 
sanitarians in the USSR, in addition to 117 500 midwives. 

The role of the feldsher in the rural health services is particularly 
important. An extensive system of feldsher and feldsher-midwife 
centres has been developed in the rural areas of the USSR. These centres 
are the primary medical establishments in the countryside. The feldsher 
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and feldsher-midwife centres in the USSR form part of the rural medical 
districts in which they are situated and carry out their work under the 
guidance of the physician in charge of their district. 

The feldsher-midwife centres in the USSR are the form of medical 
service closest to the rural population. Specialized medical assistance 
is given to the country people in the rayon centre. In the USSR there 
are about 4000 rural rayons. In the rayon centre is situated the rayon 
hospital, with specialists in the main branches of medicine on its staff 
(physician, surgeon, obstetrician-gynaecologist, stomatologist, dentist, 
etc.) in addition to some physicians specializing rather more narrowly 
(ophthalmologist, consultant in tuberculosis, radiologist, etc.). Half the 
rayon centres in the USSR have more than 10 doctors. In the outlying 
districts of the rayon, there are three or four rural district hospitals, 
’ providing medical assistance in the more thickly populated rayons 
for roughly 7000-8000 persons within a radius of 10 kilometres. 

Where the population is sparser, either the number of persons per 
medical district is reduced, or the radius served by the district is increased. 
In 1958, there were 12 334 rural district hospitals and 2227 separate 
rural out-patient clinics in the USSR, or altogether, counting the districts 
directly served by rayon hospitals, more than 18000 rural medical 
districts. 

Within the medical districts there are about 74000 feldsher and feldsher- 
midwife centres. Asa rule, every collective and state farm is served by 
a medical establishment (hospital, out-patient clinic) or a feldsher medical 
centre. 

The feldsher and feldsher-midwife centres carry out a great deal of 
very varied work. They provide free out-patient treatment to the people 
living in their area, give first-aid in acute illness and accidents, and render 
first-aid and give assistance in childbirth in the home. 

In case where the diagnosis is obscure or difficult, or where medical 
intervention is required, the feldsher centre sends the patient to the 
rural district or rayon hospital, or, in emergencies, when the patient 
cannot be moved, summons the physician. 

On the days when the physician in charge of a rural medical district | 
pays one of his regular visits to a feldsher centre, the feldsher presents 
to him all patients and expectant mothers who require advice froma 
qualified physician. 

The feldsher and feldsher-midwife centres keep records of all expectant 
mothers and babies and keep them under constant supervision. They 
carry out regular examination of children in schools, créches, kinder- 
gartens and pioneer camps.! 


* The pioneer movement is an organization for young children in the Soviet Union rather like 
the boy scout movement. 
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The centres keep a regular check on patients suffering from tuber- 
culosis and other diseases who are on the books of the rayon or district 
hospital to ensure that they attend for systematic out-patient and follow- 
up treatment at the proper time. 

Upon detection of a case of infectious disease, the feldsher centre 
sends in a urgent report, specifying the disease and giving details of the 
source of infection and the measures taken, to the rayon health depart- 
ment or the chief physician of the rayon, and at the same time to the 
rural medical district. The centre staff carry out an epidemiological 
investigation, send the patient to hospital, disinfect the focus, and 
take the measures necessary to prevent the spread of the disease. 

In accordance with a plan approved by the health officer of the 
rural medical district and under his supervision, the feldsher or feldsher- 
midwife centre carries out preventive inoculations against smallpox, 
typhoid, dysentery, diphtheria and measles, and performs routine 
hygienic inspections of water supplies, public baths, dairy farms, food 
shops, catering establishments, fiekd camps,’ schools, children’s homes 
and other premises. 

Volunteers (public health representatives? and members of the 
Red Cross) are drawn into the preventive work of the feldsher and 
feldsher-midwife centres. 

Feldsher and feldsher-midwife centres carry out systematic health 
education—talks, the reading of health education literature, etc., which 
take place in clubs, reading rooms, schools, hostels and field camps. 
Articles appear in the rayon press or wall newspapers. 

Usually a feldsher-midwife centre has a pharmacy attached to it 
which is a branch of the nearest rural pharmacy. This pharmacy is 
provided with medicines and other medical goods forsale tothe population 
and is run by the feldsher, who receives extra pay in the form of a certain 
percentage of the takings. Medicaments for patients treated in hospital 
or in out-patient clinics, as well as antibiotics for the treatment of 
tuberculosis, are free of charge. 

The work of feldsher-midwife centres may be illustrated by the 
following examples: 

The feldsher-midwife centre in the Davydov Rayon of Voronezh 
Oblast (in charge of Feldsher I. Y. Sorokin) was established in 1945 
in an area which had been under Fascist occupation. The war had left 


4 In the large farms common in the Soviet Union it is the practice during peak periods of agricultural 
work to use ‘“‘field camps’’ at the points most distant from the farm to avoid unnecessary transport of 
persons and machines. These camps are more or less permanent and usually consist of living quarters, 
canteen, reading room, shower baths, stables and sheds for the work animals, implement stores, garages, 
fertilizer and insecticide stores, fodder stores, food stores, repair workshops, sanitary installations, etc. 


* These are persons authorized by the people living in a collective farm, factory or block of flats, 
etc. to carry out inspections and make recommendaiions to improve hygienic conditions in the places 
concerned. They have certain legal powers of enforcement. 
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heavy traces—burnt and destroyed homes, infectious diseases, and 
a high child mortality rate. Only a dark room which had formerly 
served as a store-room could be spared for housing the feldsher centre. 
Today the centre is accommodated in fine premises with six rooms. 
Now that the collective-farm power station has come into operation, 
physiotherapy equipment can be used. When a patient has to be sent to 
hospital the collective farm supplies a motor vehicle immediately on 
request. A large number of health volunteers—public health 
representatives and members of the Red Cross trained in the ““Ready for 
Defence’’ study groups—assist in the work of the centre. In the peak 
periods of agricultural work the out-patient clinic is open from 6 to 
9 a.m., after which the feldsher drives out to the fields, where he carries 
out sanitary and prophylactic measures and gives any medical assistance 
necessary. In each tractor brigade one person is appointed health 
representative and is given a first-aid box. Expectant mothers and 
babies are kept under constant supervision. Young mothers attend a 
mothers’ school. The feldsher reports on his work to the executive 
committee of the rural Soviet, which gives him the necessary help. 
Health volunteers carry out door-to-door visits, talk to the population, 
find out persons who are running a temperature, help to carry out 
prophylactic inoculations, and campaign for cleanliness outside and 
inside the home. Since 1953, under the supervision of a physician, the 
follow-up system of medical service has been in operation formechanics 
and tractor drivers, livestock farm workers and sick collective farmers. 
Persons recorded as in need for follow-up treatment are kept under 
regular supervision; all the necessary curative and prophylactic measures 
are taken and efforts are made to find them work suitable for their state 
of health. 

As a result of the steps taken, general and child mortality and 
infectious disease morbidity have been sharply reduced. 

Recently, a practice has grown up, on the initiative of leading 
collective farms, of constructing buildings for feldsher-midwife centres, 
other curative establishments, children’s homes, and rest homes at the 
expense of the collective farms themselves. To encourage such building 
the Council of Ministers of the RSFSR awards a red banner and twice 
a year gives money prizes. 

An example of a good relationship between a feldsher-midwife centre 
and a hospital is to be found in the work of Feldsher I. I. Milovidov, in 
charge of the feldsher-midwife centre in the village of Bolshiye Yalchiki 
in the Chuvash ASSR. In the course of 1956 the feldsher-midwife centre 
was visited by six specialists from the rayon hospital, 34 visits were paid 
to the centre and 74 patients examined. The specialists included a 
surgeon, an ophthalmologist, a paediatrician, an obstetrician-gynaeco- 
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logist, and a stomatologist. The feldsher often visits the rayon hospital, 
where he consults the physician and visits patients from his own district. 
Twice a month a health education bulletin is issued on such subjects as 
“The protection of children against diarrhoea’’, ““How to toughen the 
physique of children’’, ““The sun, the air and water are our friends’’, 
etc. Feldsher Milovidov read a paper to the Nurses’ Council in the 
rayon hospital on “‘The etiology and pathogenesis of rickets’’. Prophy- 
lactic inoculations against diphtheria, smallpox and scarlet fever were 
carried out in good time. During 1956, 102 children were born, of 
whom one died. In the course of the year 2500 visits were made to 
examine children under one year of age. In the summer of 1956 there 
was not a single case of dysentery. 

Many other similar examples could be quoted. 

There are also feldshers on the staff of rural rayon and rural district 
hospitals, where they assist the physicians in their therapeutic and 
prophylactic work, give treatment, change dressings, keep the medical 
records, write reports, visit patients at home, and examine out-patients 
when the physician is on visits to outlying rayons or districts. 

In the cities feldshers are used in health centres in industrial under- 
takings, at first-aid stations, in mental hospitals, in sanitary and epide- 
miological centres, and to provide prophylactic services for youths in 
industrial and factory training schools and children at school and in 
kindergarten. 

In addition, a number of persons with feldsher training do nursing 
work, particularly as sisters in urban and rayon hospitals. 

The role of the feldsher who works in a health centre in an industrial 
enterprise is worth considering in greater detail. He works under the 
guidance of the physician from the polyclinic in the hospital serving the 
workers in the shop concerned. There are also independent feldsher 
health centres in small industrial undertakings. The feldsher gives 
first-aid in cases of accident and sudden illness and sends those in need 
of medical treatment to the polyclinic and, where necessary, to the 
hospital. He makes sure that newly employed workers and workers who 
have to undergo periodical examinations (workers in dangerous shops 
and professions, youths, and workers under supervision for medical 
reasons) are given the requisite medical examinations. He checks 
upon observance of the laws on labour protection and the carrying out 
of the health measures envisaged in the collective agreements. He 
gives prophylactic inoculations, and ensures that anti-epidemic measures 
are taken (disinfection and cleansing procedures). He keeps an eye on 
the state of the workshops, the canteen, etc., from the health point of 
view, on the observance by the workers of the rules of personal hygiene, 
and on their correct use of personal protective devices. He trains the 
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workers in giving first-aid to themselves and to others, conducts health 
education work, and organizes the health volunteers. 

In 1958 in the USSR there were 8602 health centres, with a physician 
in charge, and 16 808 feldsher health centres in industrial undertakings. 

In addition to feldshers who have undergone general or therapeutic 
and preventive training, the Soviet health system also includes feldsher 
sanitarians on the staff of sanitary and epidemiological centres, of 
the sanitary and epidemiological departments in rayon hospitals, and 
of rural district hospitals. Feldsher sanitarians work as~assistants to 
state health inspectors and environmental sanitation experts. A 
feldsher sanitarian undertakes sanitary examinations of the smaller 
premises in the food industry, industry in general and in the municipal 
services; he brings all shortcomings he notices to the knowledge of the 
environmental sanitation expert or the chief physician in the district 
hospital. On the instructions of the state health inspector he takes 
samples of foodstuffs, water, soil and other things for expert examination. 
He checks on the fulfilment of the various proposals and decrees of the 
state health inspectorate, carries out epidemiological investigations of 
individual cases of infectious disease, and is personally responsible for 
carrying out all forms of disinfection and disinsecting and for checking 
on their effectiveness. He carries out health education work among the 
public, and is responsible for files, statistics, and formalities connected 
with health regulations. 

The feldsher sanitarian is a medical worker with medium-grade 
medical education and rather wider training in hygiene and epidemiology. 

In 1958 there were 22 600 feldsher sanitarians (assistants to environ- 
mental sanitation experts and to epidemiologists). 

Feldshers are trained at feldsher schools. For those who have not 
had a full secondary-school education (only 7-8 years) the duration of the 
course is fixed at4 years. This time is apportioned as follows: 


maneoequca: (raining 5. ik Peenet et sks lr 
Student and in-service practice. ....... 10.5% 
ERtIONS: . .. «se 55% 
Cf "eee eee 16.0% 


Of the total 4896 hours set aside for theoretical training, 1224 (24.9 %) 
are devoted to general subjects. These are Russian language and 
literature, native language (in the case of the non-Russian nationalities 
in Union and Autonomous Republics), the history of the USSR, mathe- 
matics, physics, chemistry, and a foreign language. In all, 988 hours, or 
20.2 %, of total teaching time, are devoted to general medical subjects 
(biology, anatomy and histology, physiology, microbiology, patholo- 
gical physiology and anatomy, pharmacology and prescribing, hygiene, 
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health administration, and Latin). More than half the teaching time 
—2684 hours, or 54.9 °%—is devoted to study of special subjects. These 
include general care of the sick, internal diseases, surgical conditions, 
obstetrics and gynaecology, epidemiology, infectious diseases, children’s 
diseases, skin and venereal diseases, nervous and mental illnesses, eye 
diseases, diseases of the ear, nose and throat, physiotherapy, massage, 
remedial physical culture, etc. 

In addition to practical work on clinical subjects in therapeutic and 
prophylactic establishments, which takes up 1174 hours, the student 
works for 2 weeks during his first year as a sanitary orderly, 4 weeks in 
his second year in a hospital (care of the sick and technical procedures), 
and 5 weeks in his third year in a hospital or polyclinic as a nurse. At 
the end of the last year of training, 10 weeks are devoted to actual 
practice in rayon and district hospitals and feldsher-midwife centres. 

For people who have received full secondary education (10-11 years), 
the training period is reduced to two-and-a-half years, mainly by 
curtailing the time devoted to general subjects. 

In the USSR, as in other countries, the idea of the wounded and sick 
being cared for by women has a long history and is closely linked with the 
_whole development of hospital services and assistance to the wounded in 
wartime. Simple women of the people, for humanitarian or religious 
motives, have often devoted themselves to the difficult task of nursing. 
The organized training of nurses in Russia began in the middle of the 
19th century. In 1851 the first Order of Sisters of Mercy—the Order 
of the Holy Trinity— was formed in St. Petersburg. In 1854, during 
the Crimean War, on the initiative of the great Russian surgeon, N. I. 
Pirogov, and under his guidance, the Order of the Exaltation of the Cross 
was established for the care of the wounded and sick at the front. During 
the next few years more and more Orders were founded. One of the 
largest was the Order of St. George, founded in the seventies by the 
outstanding clinician, S. P. Botkin. 

Russia was the first country in the world to introduce nursing services 
at the front. N. I. Pirogov attached great importance to the assistance 
of women on the battlefield and in the hospitals. Nurses trained under 
his supervision worked self-sacrificingly to help the wounded soldiers. 

On the eve of the First World War the number of Sisters of Mercy 
trained by the Orders in Russia was over 10 000. 

The Orders emphasized the practical side of training. It should be 
noted that the religious aspect was less marked in the training of nurses 
and the organization of the work of the Nursing Orders in pre-revolu- 
tionary Russia than in the majority of countries in Western Europe. 

With the October Revolution, the need arose to adopt a State and 
Soviet system for the training of nurses. During the Civil war a large 
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number of nurses were trained in short courses for the needs of the Red 
Army. At the same time a network of permanent schools and courses 
for training nursing staff was established. In 1918 the Russian Red 
Cross Society issued the first ‘‘Plan for the training of nurses and syllabus 
for nursing schools’’. 

Nurses in the USSR care for the sick in hospitals, polyclinics, and 
in their homes, give first-aid, carry out treatment on the instructions 
of physicians, care for children in créches and in children’s curative and 
prophylactic establishments, do follow-up work, carry out prophylactic 
examinations, give inoculations, and organize voluntary health work 
by the public. In 1958 there were 568 500 nurses in the health services 
of the USSR. 

In the USSR there are no special grades of public health nurse, 
welfare nurse, etc. This is due to the integration of curative and pre- 
ventive services. Nurses in the USSR carry out a great deal of preventive 
work, especially if they work in maternal and child welfare centres, 
out-patient and follow-up clinics for tuberculosis and other diseases, or 
health centres in industrial enterprises, or as district nurses in the poly- 
clinics, school nurses, etc. However, in addition to their preventive 
work, medical examinations, educational activities, and epidemiological 
work, they also carry out the usual tasks of a nurse. An example of 
this is the work of a district nurse in an urban therapeutic district. For 
the provision of therapeutic and paediatric services for the urban 
population, the rayon served by the urban polyclinic is divided into 
districts, each with about 4000 inhabitants, of whom about 1000 will 
be children. Therapeutic services for adults in each district are in 
charge of the district physician, who reteives patients from his district 
in the polyclinic and gives them medical care at home. The district 
nurse (in some districts there are two) helps the physician in the reception 
of patients in the clinic, carries out his instructions in people’s homes, 
investigates the living and housing conditions of people attending the 
follow-up clinics, trains such people and the members of their families 
in measures of individual prophylaxis, carries out health education work 
among the public, organizes voluntary health workers, gives prophylactic 
inoculations, and checks on the fulfilment of the physician’s recommen- 
dations with regard to treatment, diet and hygiene. 

As a result of the wide development in the USSR of a network of 
children’s curative and preventive establishments (children’s hospitals, 
polyclinics and consultation centres), and particularly of créches, a 
high proportion of nurses work in such establishments. Thus, in 1958, 
72 200 nurses were employed in créches and children’s homes and in the 
school services. The district nurses in the paediatric districts carry 
out a great deal of preventive work with children in their early years. 
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At some stages in the development of the Soviet health services such 
nurses have been trained separately from general nurses in special schools 
or departments with special syllabuses, while at other stages they have 
been trained together with other nurses. Since 1954, nurses for children’s 
curative and preventive establishments have been trained in the general 
nursing training departments. 

Nurses in the USSR do not form an independent and autonomous 
corporate body, either within an individual hospital or in the health 
services as a whole. In Soviet hospitals there has been no hierarchy 
of nurses ranging from the matron at the top to the ward nurse at the 
bottom. In large hospitals there are ward sisters, but their functions 
are comparatively limited. The nursing staff in the main is subordinate 
to the general hospital authorities and, within each ward, to the physician 
in charge of the ward. All health workers in the country are united in 
a single trades union of medical workers, and there is no need to set up 
separate corporate bodies for nurses, feldshers and other grades of 
medical staff. 

Until recently in the USSR there existed what was known as the 
three-stage system of hospital care for the sick, the three stages being 
the physician, the nurse, and the orderly. Under this system the junior 
medical staff helped the nurses in carrying out some of the more simple 
duties connected with care of the sick. This arrangement reduced the 
responsibility of the nurses for the standard of care and did away with 
personal responsibility. To improve the quality of care of the sick, 
hospitals are now going over gradually to a two-stage system. Under 
this arrangement the direct care of the sick is the responsibility of the 
nurse alone, while the duties of the orderly are limited to cleaning the 
ward and keeping it in order. 

Nurses are trained in medical schools or departments with a three- 
year course for persons who have not had a complete secondary education 
and a two-year course for those who have. The list of subjects and the 
order of teaching are mainly the same as in the training of feldshers, 
but there is a considerable difference in the methods and content of the 
teaching. In the nursing schools attention is concentrated on teaching 
methods of care of the sick, and the teaching system is arranged accord- 
ingly. In the three-year course 766 hours are set aside for practical work 
on care of the sick during the teaching of the clinical disciplines, and 
student practice in the hospitals and polyclinics takes up 12 weeks. 
Altogether, practical training, excluding laboratory practice, accounts 
for 1270 hours out of a total of 4248, 1.e., 30% of the whole teaching time. 
In view of the development of universal secondary education in the 
USSR, no difficulties are encountered in finding pupils for the nursing 
schools. 
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It is worth while going into more detail on some of the features 
of nursing training in the USSR. 

Whereas in the majority of countries, side by side with the education 
of nurses in special teaching establishments, there are arrangements 
for the practical training of nurses in the hospitals in shortened courses, 
in the USSR there is only one type of nurse, who must have graduated 
from medical school in accordance with the official teaching plan. It is 
true that a certain number of nurses who have undergone short courses 
and have not finished their medical education are still working in medical 
establishments. These are mainly persons who graduated from wartime 
Red Cross courses and some nurses with great practical experience, who 
were unable under former conditions to finish nursing school. The 
percentage of these nurses decreases from year to year (in 1958 it was 16 %). 
Such forms of training are no longer practised. 

The medical schools for nurses’ training are not part of hospitals 
and are not subordinate to the chief physician of the hospital. They are 
independent teaching establishments, forming part of the general system 
of occupational training establishment, whose statutes and internal 
regulations are similar to those of other schools in which staff are trained 
for other branches of the national economy. The hospitals are merely 
bases for carrying out practical training and in-service education. 
Nevertheless there are close links between the medical schools and the 
hospitals. Many school buildings are situated within or near the 
hospital area, and hospital doctors are used as part of the teaching staff. 

People who have graduated from medium-grade medical schools in 
the USSR in accordance with the existing teaching plans have a general 
secondary education sufficient to enable them to enter establishments 
of higher education. In admitting students to medical institutes 
preference is given to persons with practical experience. For many 
students in medical institutes, work as a feldsher or a nurse is a prelimi- 
nary stage in obtaining higher medical education. This system gives 
excellent results and will be widely practised in future. 

Medium-grade medical staff are the most numerous group of health 
workers in the USSR; they number more than one million persons at the 
present moment. In the country as a whole there are 3.5 medium- 
grade medical workers to each physician. The figure for the towns 
is 2.7 and for the country districts 10.1. The seven-year plan for the 
development of health services in 1959-1965 calls for a further increase 
in the numbers of medium-grade medical workers in connexion with 
the increase in the number of beds and the extension of out-patient and 
polyclinic services, and also calls for measures to improve the quality 
of training of medium-grade medical staff. 


THE VISITADORA SANITARIA: 
A BRAZILIAN APPROACH TO THE USE 
OF AUXILIARY PUBLIC HEALTH WORKERS 


ERMENGARDA M. J. DE FARIA ALVIM}* 


Auxiliary nursing personnel in the light of present health needs 


The ever increasing demand for nursing personnel has brought 
about the now almost generalized use of auxiliary health workers. 
While until some years ago practical nurses and attendants were used 
mainly in hospitals, more recently they have been increasingly employed 
in public health activities, especially in areas of developing health ser- 
vices and limited nursing resources. 

There is, however, a marked difference between the use of auxiliary 
public health workers in countries where nurses exist in fairly large 
numbers and in countries where nursing resources are scanty. In the 
former the auxiliary worker functions mainly as a member of the nursing 
team, to whom nursing care activities are delegated, while in the latter 
the responsibility of service to the public lies with the auxiliary worker, 
who performs her duties under direct or periodic supervision by a 
public health nurse. 

In the past nurses were reluctant to accept the auxiliary worker and 
give due recognition to her contribution. One has the impression that 
nurses were so intent on defending their professional status that they 
forgot that health services exist to meet health needs, and that the main 
problem health administrators are facing is how to make the best use 
of existing resources so as to be able to offer adequate health services 
to the largest possible number of people. In countries where nursing 
resources are scare, any restriction placed in the development of auxi- 
liary nursing personnel would mean that skilled nursing services for 
many years to come would be limited to a small and usually privileged 
part of the population. 

In recent years, through more objective studies of health needs all 
over the world in comparison with existing resources, public health 


1 Chief, Nursing Section, Division of Technical Orientation, Special Public Health Service, Rio 
de Janeiro, Brazil. 
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authorities have come to a general agreement as to the need for and 
adequate use of auxiliary health workers for different types of public 
health activities, including nursing. It seems that the satisfactory 
results obtained where auxiliary public health workers have been ade- 
quately used are bringing about a change in the professional nurse’s 
attitude towards these workers. 

Today many nurses believe that in countries where public health 
nursing activities are not highly specialized the auxiliary worker may 
be safely utilized if adequate supervision is provided. Even in situations 
where the health services have attained a higher stage of development, 
it has been found that many of the activities that formerly were the sole 
responsibility of the public health nurses can be delegated to adequately 
trained auxiliary workers. This is in line with a school of thought that 
is now becoming world-wide, that health workers of all levels should be 
so employed as not to occupy professional people with tasks that can 
be accomplished by auxiliary personnel. This is not only economically 
advantageous, but also will enable professional people to give more 
time to those aspects of medical care for which only they can be 
responsible. 

There are however some basic requirements that need special atten- 
tion, so as not to compromise the quality of the service when the use 
of auxiliary public health workers is in question: 

(a) a clear definition of the scope of public health nursing activities ; 

(b) the maintenance of the nurse-auxiliary-worker ratio, so as to 
guarantee adequate supervision; 

(c) the development of training programmes suitable to the level 
and type of auxiliary worker; 

(d) continued in-service education programmes; 

(e) careful training of the professional nurse to function effectively 
in this type of programme, where she will carry the major responsibilities. 


Analysis of health needs and medical and nursing resources in Brazil 


Health problems in Brazil only have significance if we take into 
consideration some of the most characteristic features of the country: 
its vast territory, covering an area of 3 385 000 square miles; a predomi- 
nantly young (population estimated at 62 725000 for July 1958), that 
has an annual increase of 1 400 000, but only sparsely covers the immense 
territory; the high incidence of illiteracy, calculated at 51.6% for the 
group 10 years of age and over (still higher among the rural population); 
the high prevalence of communicable diseases; the very precarious 
sanitary and housing conditions; the low productivity of the major 
part of the population; the high incidence of malnutrition; and the 
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limited health services for the population as a whole, as most of the 
resources are concentrated in the large cities. In 1956, it was estimated 
that there were approximately 21 000 doctors. Of these, only one third 
were giving services to a population of about 40 000 000 in the villages 
and small towns. 

The situation regarding nursing was not very different. Nursing in 
Brazil has developed rapidly during the last 15 years. In 1943, there 
were 12 schools of nursing that had produced approximately 1546 nurses. 
At the present time there are 39 schools, and, according to a recent 
study of nursing resources, there were 4517 graduate nurses in Brazil 
in 1956, about 3600 of whom were in active service. Approximately 
2473 nurses were working in hospitals, 379 in nursing education, and 
546 in public health services. At the same time, 5907 auxiliaries were 
being used in activities that might be classified as public health nursing. 
In order to meet nursing needs in the country, nearly all graduate 
nurses have to be utilized in the best possible manner. They occupy 
mainly supervisory and administrative positions, and also function in 
the educational programmes. 

According to a federal law that regulates nursing education, public 
health is included in the basic curriculum. In the 36-month programme, 
a minimum of 3 months is required for public health nursing field 
experience. This is given in urban and rural public health centres. 
However, the majority of the schools of nursing have not been able to 
provide satisfactory field experience. The law makes no provision for 
the training of auxiliaries for public health nursing, although, since 1949, 
an 18-month course is required for auxiliaries who work in hospitals. 


The use of the visitadora sanitdria in the Special Public Health Service. 
Development of the Service 


The Special Public Health Service (SESP), is a co-operative enterprise 
of the Brazilian and US Governments that has been functioning since 
1942 in the rural areas. From the beginning, the administrative team 
was aware of the difficulty of finding trained personnel in sufficient 
number for its rapidly developing services, and of the impracticability 
of employing only graduate nurses. 

Owing to the limited number of nurses available, SESP decided that 
nurses would be used mainly in the organization of health facilities, in 
training programmes, and in the supervision of all nursing activities. 
Direct services to the public would be the responsibility of specially 
trained auxiliaries. 

As soon as it was possible to rely on a sufficient number of nurses, 
the first courses for the training of auxiliary personnel were organized. 
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The auxiliary worker-in public health received the name of “visitadora 
sanitdria’’ (health visitor), and her training was aimed at preparing 
her for basic public health nursing activities. She was expected to tell 
the public about SESP resources, to give simple health instructions, 
to co-operate in the prevention of communicable diseases, and to give 
nursing care, especially to mothers and children. 

SESP activities, starting with a sanitation and malaria control 
programme in the Amazon valley, have developed without break during 
the 17 years of its existence. At the present time, through agreements 
with private and public agencies, its services cover most of the interior 
of the country, being responsible for the administration of 169 public 
health units, 51 sub-units and 14 mixed units (combined hospital and 
public health centre). 

The basic public health activities have gradually been increased to 
include rehydration centres, blood banks, soybean milk stations (where 
fresh milk is non-existent or the price of milk prohibitive), food supple- 
ment programmes, the care of premature babies, tuberculosis clinics, 
and housing improvement programmes. All this represents a marked 
increase in the work load of the nursing service. 

In the larger units nurses now participate in direct services to the 
public, as well as having supervisory functions. Where medical assistance 
is scarce, nurses and auxiliaries are taking over part of the work in the 
well-baby and prenatal clinics. Special attention is given to post-clinic 
instruction and to group activities. This change in programme activities 
has made it imperative that still greater attention be given to the training 
of the professional as well as the auxiliary nursing p2rsonnel. 

However, in most of the smaller localities the “‘visitadora’’ must 
still rely on herself, although she receives periodic supervision from a 
public health nurse who assists in the organization of the work plan. 

The “‘visitadora’’ cooperates with the sanitation and communicable 
disease control programmes, disseminates health information, makes 
visits to schools and visits specially requested by the SESP physician, 
and carries out immunizations; she seeks out early pregnancies, newborn 
babies, infants, and sick children, referring them to the SESP clinic and 
visiting them according to needs; she contacts the lay midwives and 
organizes them into groups, so as to give them simple instruction about 
health habits, hand-washing techniques, the proper care of the midwifery 
bag and of equipment needed for delivery, the care of the cord, the 
prevention of ophthalmia neonatorum, and the care of mother and 
baby during the first days after delivery (the SESP doctor gives instruc- 
tion on the proper conduct of delivery). As in the afternoon heat the 
“visitadora’’ only makes home visits to exceptional cases, she has time 
to help in the SESP clinic, giving post-clinic instruction and demonstra- 
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tions on formula preparations and other nursing care, helping with 
urinalysis when necessary, and developing group activities. She also 
helps collect health data, and may co-operate in specific epidemiological 
studies or others. 


The training of the visitadora sanitaria 


The training of the “‘visitadora’’ has been a constant challenge to 
SESP nursing personnel. Although the basic training plan has remained 
practically the same, some significant changes have been introduced 
in methods. 

The candidates are recruited locally, that is, in the localities where 
they are later expected to work. Careful consideration is given to the 
selection. Usually there is a personal interview, a written examination 
based on the curriculum of the elementary school, and a personality 
test. Whenever possible, a visit is made to the candidate’s family to 
observe the home environment. Further information is gathered from 
responsible people in the community, such as teachers, the judge, and 
religious representatives. 

The training course has usually had a duration of 6 months, and 
was conducted until recently under a boarding-school system that 
encouraged housekeeping activities and healthy habits of living. In the 
beginning the course included such subjects as: introduction to nursing, 
sanitation, control of communicable diseases, maternal and child care, 
and health education. Although the importance of close correlation 
between theory and practice was always stressed, most courses were in 
reality a shortened nursing course in which formal instruction played 
a major part, though the courses were given in the interior and SESP 
units were used for field experience. Some years ago, as, owing to the 
rapid expansion of SESP, there was an almost continuous need for 
auxiliary personnel, a special group of instructors was trained by the 
Division of Education and Training and, with the cooperation of an 
expert in education, the curriculum was completely revised. 

The whole course content was reorganized in four comprehensive 
units, based on the theory of unitary learning. 


The programme is now as follows: 


I Orientation to the function of visitadora sanit iria. 


Public health as a profession. 

The community—the field of action of the “‘visitadora’’. 
The individual as a person. 

Learning as a means of adaptation. 
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II The human being as a living being. 


The human being as an organism that is alive and reacts. 

The human body—how it maintains its form. 

How the human being is kept alive. 

How the human being enters into contact with the outside world. 


On 


III Most common diseases that may affect the human being and how 
to prevent them. 


A The physical environment and how it influences the living 
conditions of the people. 

B_ Role of the “visitadoras’’ in the control of communicable 
diseases, in general. 

C Communicable diseases that may be controlled by basic sani- 
tation measures. 

D Communicable diseases for which sanitation is of secondary 
importance. 

E Communicable diseases that may be controlled by insecticides 
and other means. 


IV Maternal and child care, as basis for a public health programme. 


Maternity—a family and a social problem. 

The period of gestation—its characteristics and impositions. 
The child during its first year of life. 

The child from one to twelve. 


won Ta 


An important aspect is the close relationship between theory and 
practice, as the trainee has the opportunity to observe and participate 
in activities as soon as they are lectured on. 

Thus, during Unit I, the trainee has the opportunity to observe the 
SESP health centre and the work of the different health workers, to 
discuss their activities with them and community resources. Unit II is 
closely related to habits of healthy living, with special attention to 
adequate nutrition. The trainee has her first contacts with patients in 
the clinics (rehydration centres, medical care and treatment clinic), as 
she observes deviations from what is considered normal health. In 
Unit III special emphasis is given to environmental factors, differences 
between urban and rural communities, relationship between basic 
sanitation, communicable diseases and housing conditions. During 
this part of the course the trainee has the opportunity to learn and practise 
basic nursing techniques, especially those used in the medical care and 
treatment clinics and those applied in the home. In Unit IV the 
importance of family living is stressed. Besides prenatal care, special 
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emphasis is given to the lay midwife control programme. In relation 
to infant care, special attention is given to infant feeding, routine 
immunizations, prevention and control of infant diarrhoea, and the 
rehydration centre. In relation to the preschool child and child of 
school age, special emphasis is given to habit formation, emotional 
problems, nutritional status, and accident prevention programmes in 
schools. 

During the course, as opportunities arise, the trainee takes part in 
all clinic activities and in home visiting, first accompanying either the 
nurse or more experienced “‘visitadoras’’, later making visits on her 
own, under supervision. 

By the end of the fourth month the content of the four units has 
usually been covered, and the last two months of the training period are 
mainly used for practical work. 

Most nurses feel that the training period is too short, and whenever 
necessary it has been extended. There is, however, the danger of again 
giving too much attention to theoretical aspects. Owing to the system 
of supervision in use, deficiencies in training can always be taken care 
of through in-service education activities. 

Each unit aims at promoting the integration of significant related 
experiences, the outcome of which will be unitary learning: attainment 
of a concept, understanding, appreciation, attitude, ability or skill. 
Daily discussions, held in order to evaluate the activities developed, are 
expected to condition these. 

Another important aspect is the presentation of the whole unit, 
from which the trainee first gains a global picture of the situation, 
followed by the study of the sub-units. Thus, she learns to see the 
relationship between the different aspects of the problems. The result 
is a real integration of experience. 

This programme, now in use for several years, seems to be the answer 
to our quest, although minor changes are introduced as the activities 
of SESP expand. It seems to confirm the theory that the unitary ap- 
proach and the integration of experiences are the method most suitable 
for students of limited basic education. 

The instructors easily grasped the advantages of the method. The 
only difficulty that has arisen is staffing. Recently training activities, 
which have always been the responsibility of the central office, have been 
turned over to personnel in the field and are being conducted directly 
in the health centres. The reason for this change was that the demand 
for training had become so great with the expansion of the Service 
that the number of instructors proved to be insufficient, and the two 
training centres too limited in scope for the training of a large group 
of students. It was also felt that the instructors were too absorbed in 
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their teaching responsibilities and could not always keep up-to-date with 
the rapidly developing trends of the Service. 

At present, although it is recommended that each working area 
have a nurse in charge of training activities, training is usually conducted 
in several health centres at the same time, and nurses who have had no 
previous experience with the method feel at first somewhat at a loss. 
However, a seminar for these nurse-instructors is being planned. 


Evaluation of the effectiveness of the work of the visitadora sanitaria 


It is only natural that health teaching, the main activity developed 
by the “‘visitadora sanitdria’’, should serve as a basis for evaluation. 
Many have been the instances where the “‘visitadora’’ has been observed, 
and praised or criticized by different health workers, such as nurses, 
doctors, health educators, sociologists, and others. Too often criticism 
is based on limited observation, isolated experiences, or situations that 
are not typical or are totally artificial. People do not always keep in 
mind that these are only auxiliary workers. 

We believe that we have the key to most of the problems related to 
health teaching activities developed by auxiliary personnel. The limited 
content of the health teaching of the auxiliary worker is explained by 
the limitations of her educational and professional background, and is 
aggravated by the difficulty of obtaining professional literature suitable 
to her level. We are now preparing educational material mainly for the 
use of the auxiliary worker. 

The high incidence of illiteracy makes it extremely difficult to use 
the valuable audiovisual aids and reading material that have proved 
so successful in other countries. This is the reason why we are giving 
more attention to demonstrations and to the use of the flannelgraph. 
The demonstration also has the advantage of being a means of giving 
direct service to the family—this to people of limited educational back- 
ground is of the utmost importance. Doing something for the family, 
the “‘visitadora’’ will increase her prestige, and then what she has to 
say—her health teaching—will be more readily accepted. 

When we come to analyse the methods and the approach used by 
the auxiliary worker, we cannot help but evaluate the nurse who taught 
her. How good a health teacher is the nurse? And how good an 
instructor? How well prepared was she realistically to analyse the 
health situations in the field, so as to adapt methods and content to the 
level of the people, to the needs of the situation, and to existing resources ? 
It may mean nothing to advise the mother to include meat, eggs, milk, 
fruit and vegetables in the family diet, because these food staples may 
be non-existent or their price make them inaccessible to the vast majority 
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of the poorer people. The only realistic advice may be on how to improve 
the poor diet with some simple local resources. These subjects, however, 
are not taught in nursing schools, nor indeed in medical schools. Most 
professional education is conducted in modern medical centres that 
enjoy the best in scientific resources, but are often remote from the major 
health needs of the under-developed areas. There is much in effective 
health teaching that public health workers still have to learn, and studies 
and observations made by sociologists and anthropologists can be of 
inestimable value, in stressing the need for a better understanding of 
cultural forces and trends and how they affect public health work. 

Perhaps the best way to evaluate the contribution made by the 
auxiliary worker is to compare what has been achieved with the objectives 
set by the Service (many different workers and factors contribute, 
however). If, in a locality where there are no other medical resources, 
the maternal and infant clinics look after most mothers and children; 
if expectant mothers come to the clinic early in pregnancy; if they take 
the routine tests and undergo syphilis treatment when needed; if at 
delivery they have midwives who are under supervision; if the rates of 
puerperal infection, tetanus of the newborn, and ophthalmia neonatorum 
are low; if infant mortality rates are coming down a little more rapidly 
than could be explained by natural processes; if immunization rates are 
high among children and in the total population; if tuberculosis patients 
come regularly for treatment and control of contacts is high: then we 
can say that our main objectives are being attained. This situation 
exists in many of the localities where the Service has been developing 
its activities for several years, and we know that the “‘visitadora’’ has 
made her contribution to it. 

One other aspect to which we would like to give special consideration 
is the fairly large turnover of auxiliary nursing personnel, which makes 
their training rather costly. The main reason is marriage. In the interior 
of Brazil, women raise large families and pregnancies are not planned. 
If a married “‘visitadora’’ stays with the Service, she may work for 
only 6 months a year, as she has 4 months’ pregnancy leave, according 
to our social laws. This creates serious problems for the Service, 
especially in localities where a large number of the women workers 
are married. Experience has also shown us that, owing to the lack of 
basic education, a “‘visitadora’’ can be expected to develop only up to a 
ceitain limit. If she has higher qualifications, she will invariably continue 
her studies and take up nursing (many are now making a valuable 
contribution to the profession). 

Our experience has proved that, mainly in the rural areas, the auxiliary 
worker in many respects presents advantages over the graduate nurse. 
While it is sometimes extremely difficult for nurses to settle in localities 
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where living conditions are very limited, this is not so for the auxiliary 
worker, who is locally recruited, lives with her family, and, what is 
most important, feels at home and “‘speaks the language of the people’’. 

We believe that it is possible to operate nursing services of good 
standard with auxiliary personnel, if they are carefully selected, adequately 
trained, and continuously supervised. 

However, we know that the “‘visitadora’’ trained in a six-month 
course is not a final answer to the public health nursing problem in 
Brazil. Already we are feeling that the expansion of the Service so as 
to include more differentiated medical care activities and the delegation 
of part of the activities of the prenatal and infant clinics is putting greater 
demands on all nursing personnel and requires more adequate preparation. 
At the present time the law that regulates nursing education in Brazil is 
being revised, and it is being recommended that the 18-month practical 
nursing course be also required for the “‘visitadora’’ and that the course 
be adapted so as to include public health. In anticipation of this law, 
SESP is beginning to use this type of auxiliary worker with excellent 
results, after submitting her to a short training programme in public 
health. Recently, during a seminar sponsored by the Service, one of the 
auxiliary schools reorganized its curriculum in units, integrating the 
social and preventive aspects of the total programme. 


Relationship between visitadoras and nurses 


We believe that one of the main limitations of the schools of nursing 
is that they do not teach nursing students their responsibilities toward 
auxiliary nursing personnel. Many students do not even have contact 
with these workers. This creates a false attitude, lack of recognition 
of the contribution of the auxiliary and total ignorance of the over-all 
working situation. 

In the SESP services auxiliary workers have always been taken into 
account whenever it has been necessary to defend the interests of the 
nursing group, and a special effort has been made to develop in the 
nurses a sense of responsibility towards the auxiliary worker. The nurse 
participates in her training, supervises her work, and is responsible for 
her performance. The “‘visitadora’’ on her part looks to the nurse for 
direction and for understanding of her personal problems. We believe 
that mutual respect and recognition of the contribution that each is 
making is the key to this successful relationship. 


CUSTOM AND CULTURE: 
PROBLEMS OF NURSING SERVICES 
IN CROSS-CULTURAL SITUATIONS 


MARGARET READ * 


Introduction 


The role of the international nurse in technical aid programmes 
has certain common features wherever she is working. In the first 
place, she works with a national nurse who is known as her counterpart. 
All technical aid programmes are limited in time, and she has to make 
her contribution as effectively as possible in the time at her disposal. 
Hence the major part of her work is very often the training of national 
nurses, or the improvement of such training facilities as existed in the 
country when she arrived. Her aims are to improve hospital, clinic 
and health centre services; raise the level of nursing care and adminis- 
tration; help extend public health services; and promote the health 
education of the people—in which is included acceptance by the commu- 
nity of the new services and ideas which the technical aid programme is 
introducing. 

Technical aid programmes have shown some of the problems in 
training local personnel. Only through such personnel can contact 
with the people be made, and it is they who carry on when technical aid 
comes to an end. Sometimes they appear to be less in sympathy 
with the needs of the people than the international personnel. They 
may be perhaps ignorant of the real attitudes of the people, or not 
very willing to try and learn about the “‘folkways’’ that may explain 
resistance to, as well as acceptance of, the programme. In nursing, 
training schemes of many kinds are an integral, if not a predominant, 
element in the aid programme. They may include basic training, 
in-service training, and specialized training for certain kinds of posts. 
In all training schemes of whatever kind there are three main factors. 
The first is the programme of public health and medical services planned 
and the relation of technical aid to the country’s general programme. 
The second is the personnel available to carry out the programme, 
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whether already trained or to be trained. The third is the community 
which will benefit from the improved health services and, it is hoped, 
will co-operate in extenc ng them and making the fullest use of 
them. 

Recognition of these factors is an essential preliminary to further 
analysis of the international nurse’s role in a cultural setting that is new 
to her, of her adjustment to that cultural setting, and of the problems 
that arise from this situation. 

Problems of nursing services in cross-cultural situation as reported 
from many areas can be grouped under three main headings: 


(a) Personal adjustment to living and working in a new culture. 
(5) Inter-personal relations in cross cultural contexts. 


(c) Nurse-patient relationships, especially in the communities which 
are to benefit from the health programme in general and from the 
nursing services in particular. 

This classification is not intended to be, nor indeed could it be, 
watertight. All the problems arising from the work of the international 
nurse with her national colleagues and for the community are inter- 
related. 


Personal adjustment to living and working in a new culture 


An international nurse, on her assignment to a new post, is not a 
tourist to whom the bizarre and the strange can be interesting or revolting, 
and who can express her reactions overtly and uninhibitedly, but a person 
who is aware that action is required and whose behaviour is under 
constant scrutiny. 

The adjustment she is called on to make has two aspects. They are 
not sharply divided, but it is important to distinguish between them 
because she is sometimes unaware of their implications. In the first 
place, she is a member of an international or bilateral aid group. 
This group is foreign to the country, and its members are naturally 
associated either in work or in social life with other foreigners of their 
own or other nationalities. There is constant interaction between the 
nurse and this foreign group of which she forms a part, an interaction 
that is sometimes hardly realized and is often imperceptible in work 
and in social life, but is never absent. One example of this interaction 
between the individual and the group to which she belongs depends on 
the language situation. The international nurse may be struggling to 
work in a language which is completely strange to her and working 
all the time through interpreters. When she gets with people of her own 
nationality or of her own language group she relaxes and can enjoy 
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easy communication. This makes it much easier for her to have her 
social life with this group. She is often influenced almost imperceptibly 
by the group’s attitude towards the local people, and especially towards 
their national counterparts and colleagues and the administrators with 
whom it has contact. This group attitude towards the culture of the 
people may either assist her in her adjustment to this new cultural 
situation, or make it more difficult. 

The second aspect, which is perhaps more dominant, is the adjustment 
that she has to make as an individual in her personal life and contacts. 
She starts with certain personal motives for entering the international 
nursing service, which may include enjoyment of travel, interest in other 
ways of living, or a liking for meeting new people. International 
nurses seem to be aware that this initial impetus does not always continue 
or the enjoyment always last. It is important that the motives should 
be clear to nurses when they are trying to work out their own adjust- 
ment to the new situation. There are references in reports by inter- 
national nurses to changes in their “philosophy of life and work’’. 
Such comments presuppose an existing more or less clearly defined 
philosophy which is governing and directing work and life, whether 
at home or in a foreign country. The nurse, suddenly isolated from all 
her own cultural roots, will wonder from time to time whether she was 
mostly influenced by the teaching in her own school of nursing, by what 
she has worked out in practice, or by her own individual thinking. She 
may feel that some kind of philosophy should have been worked out 
before leaving home, although it seldom is. It is always difficult to 
discover and express motives and basic ideas when confronted with new 
surroundings for which a drastic form of adjustment is required, as it is 
often for nurses from North America or Europe in a cultural situation 
where wealth and poverty are sharply contrasted. 

Another aspect of the personal adjustment which the nurse has to 
make is the progressive discovery of the need for flexibility in planning, 
in teaching and in nursing techniques. She is acutely aware to begin 
with of her own standards, which she has worked out for herself and 
which have been inherited from her own cultural tradition, and she 
finds that these standards, even if paid lip-service, are often ignored or 
by-passed in the work with which she is associated. Unpunctuality, 
apparent squandering of time, the postponing of action to the last 
possible, or even after the last possible, minute, require an adjustment of 
her ideas on the use of time. The nurse who is teaching in a training 
school at first expects the students to do some study by themselves and 
only later discovers that she is expected to teach everything, and that 
what she teaches is the main source of their knowledge. Bedside 
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nursing practices in hospitals and clinics are a constant source of 
surprise to international nurses and call for a drastic re-thinking of 
standards. 

Let us turn our attention now from the reactions and adjustments of 
international groups and individuals to the context in which these 
reactions occur, that is, to the strange culture in which they find 
themselves living and working. How does this culture appear to the 
people who have come from another country, on its initial impact and 
later, when they are more or less accustomed to it? What features 
strike them most? Is it the unfamiliar levels of living at which different 
groups of the population seem to exist? Are they acutely aware, perhaps 
for the first time, of the immense differences between the haves and the 
have-nots? Is it possible from the angle of their work and of their 
social life to see this new culture from a total point of view? Or does 
it make its main impact on them as particularized “customs”’ affecting 
health in general and especially the nursing services? 

There is one point about a new culture which cannot fail to impress 
itself on newcomers and even more emphatically on those who have 
been there for some time. This is that though we may talk about the 
culture of a people it is very seldom a homogeneous culture either 
economically or ethnically. There may be a dominant culture that has 
different forms in urban and in rural life. The degree of education 
that some people have within the culture may make them wish to 
assimilate themselves more nearly to foreign cultures, rather than 
associate themselves with the traditional cultural pattern, which they 
consider characteristic of the illiterate and uneducated members of their 
own nation. 

All this makes it very difficult to consider the question of culture 
as a whole or as a total way of living. It may well be that the interna- 
tional nurses wonder how far it is useful for them to have some idea 
of the total way of living of the people whom they are serving. If we 
admit that this total culture has certain main variations, and also is 
changing from its traditional form, the question still arises whether 
a total picture of the culture is useful. 

Such a total picture of the people’s social life can be distinguished 
from the current political aspects of national life. These are often the 
most obvious on the surface to newcomers: they frequently raise 
difficulties in operating health and other programmes: they may set 
limits to training schemes and their operation; they may, and frequently 
do, raise problems in personnel relationships. From the point of view 
of the foreign group operating in conjunction with national colleagues, 
these political aspects are very understandably to the fore, and it may not 
be easy to get behind them to the underlying culture of the people. 
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The alternative to a total cultural picture of the people seems to be a 
haphazard collection of ‘‘customs’’. Wherever international aid pro- 
grammes are in operation, and perhaps particularly in the field of health, 
you find a number of the more interested international personnel aware 
of, and collecting, instances of strange customs. It is a very natural 
and universal method of observing people to note ways of doing things 
and habits of thinking that differ from those familiar to the observer. A 
great deal of useful information has been collected in this way, but it is 
for the most part the strange ways of doing things that strike the 
foreigner. The international nurse may get brief explanations of these 
customs, but she does not often—or so it seems—get anything like a 
full assessment of their importance to the people who practise them. 
What appear as customs are certain strange or striking facets of the 
patterns of living of the people and these patterns make a coherent 
whole. They may relate to the basic ideas of the people about health 
and disease, ideas they have acquired over generations and handed 
down. They may arise because certain members of families have 
authority in matters of health and are anxious to preserve their authority 
as well as to maintain certain ways of behaviour. Reports from inter- 
national aid groups often refer to “‘superstitions’’, and this term is also 
freely used by trained and educated nationals of the country where the 
aid programme is going on. It is perhaps an unfortunate term, because 
it is generally used in a derogatory sense. It covers a wide range of 
ideas held by communities and by the individuals in them—ideas 
regarded by educated nationals or the international aid group as 
unscientific or irrational and embedded in the traditional religion and 
therefore a matter of the people’s ancient beliefs. It is often used to 
express a determination to get rid of these superstitions in the interests 
of better health practices. When ideas and practices are labelled as 
“‘superstitious’’ it often illustrates an unwillingness on the part of the 
user to probe further into their source. Such an attitude sets up a gulf 
between the people who regard the ideas as superstitious and those who 
hold them as part of their traditional way of thinking. Until some 
change of attitude on the part of the educated and trained personnel is 
achieved, the approach to the people will be befogged by the use of such 
terms, and by generalizing about all unwelcome practices and ideas 
under the head of superstitions. 

The study of a total culture, that is of types of family life, status 
patterns, value systems, etc., might throw light on the reasons 
for “‘customs’’ and “‘superstitions’’. Customs that are strange and 
unfamiliar, and superstitious ideas that are regarded as irrational, 
might then find their place alongside customs and ideas that are not 
regarded by the educated national or the international nurse as strange 
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or irrational. Such a study should help also to show in which direction 
traditional culture is evolving. This is a continuous process, and in 
the field of health services, perhaps, are to be found some of the most 
marked of all the cultural changes taking place in different communities 
across the world. It is important for the international nurse and those 
working with her to find out what makes different communities suscep- 
tible to new ideas. 


Problems of inter-personal relations in a cross-cultural context 


A large part of the international nurse’s professional adjustment is 
to certain limitations in the national health plan, to the varied ways in 
which the plan is working out, and to the attitudes of the local staff. 
It is perhaps important to realize that all these plans and schemes exist 
within the total cultural context of the country, and not just in the central 
health office or in the nursing training school. 

The reports from international nurses refer to their relations with 
national colleagues in terms of their attitudes to work, as well as in terms 
of methods of operation and the limitations of the national plan. There 
is, for example, a reference to the superior airs adopted by midwives 
in one country, where they refused to wear uniform and sometimes 
did their work in direct opposition to the attitudes and practices of 
the people whom they were serving. A common feature referred to was 
the lack of sympathy for sick people among the professional and auxiliary 
workers in the hospitals, as well as among those who were doing home 
visiting. Many nurses whose work lay in the domiciliary or public 
health fields were said to be clinic- and hospital-minded rather than 
home-oriented, and hence not in sympathy with the needs of the people. 
In many of the in-service and refresher courses the trainees and partici- 
pants were unwilling to admit the need to learn more about their own 
people, or to revise their previously acquired techniques, as admission 
of ignorance might diminish their status. In certain Moslem areas 
there were restrictions on domiciliary work for women, and for this 
reason it was suggested that the nurse should have two counterparts, 
aman and a woman. In some areas young married women could be 
enlisted to serve as public health nurses, because it was possible for them 
to employ servants to do the work with their children and homes. In 
other areas the status of nurses was not a high one, and they suffered 
from a permanent sense of inferiority. In some countries the poor rate 
of pay for professional nurses, and indeed also for doctors, made them 
unwilling to extend the scope of their work. There was sometimes jealousy 
of the new technical aid programme or of programmes assisted by that 
aid, and therefore some lack of co-operation, such as refusal to allow the 
use of clinics in the regular health services for practical work for trainees. 
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It will be useful to group these and other problems and to make 
some suggestions about the ways in which they can be examined and 
analysed. The purpose of this grouping is to isolate the problems 
with the intention of recognizing their real nature and helping in the 
understanding of them. 

Many of these problems are related to questions of status, which 
affect all the ranks of the nursing profession, including the international 
nurse herself and the auxiliary nursing ranks as well. Some kind 
of hierarchical system is universal in the medical and nursing world 
and is recognized everywhere, but the forms of the hierarchy and 
the relationships between the different groups in the hierarchy vary 
greatly from one country to another. Some questions of status may 
concern the relations between the administrator, the doctor and the 
nurse; others the relations between professionals and auxiliaries. Status 
may be closely connected with the qualifications of the workers, both in 
their initial grading and in regrading, as for example with the nurse who 
returns to her own country after a period of study abroad. 

These problems of status, recognized by the international nurse on 
her first and subsequent contacts with a new culture, need to be seen in 
the light of the status patterns of the culture as a whole. The status 
pattern can be one that is based on social distinctions, that is to say, on 
the family and its standing, as well as on the recognition given to wealth 
and to educated people. Thus a nurse who has the status belonging 
to a certain professional standing may have increased status because she 
belongs to a particular family group recognized as aristocratic or 
influential, or because she comes of a family with a long tradition 
of western education. A changing culture may also show indications 
of a new status pattern in professional life, where status usually depends 
upon the qualifications of the person concerned and the kind of grading 
assigned to such qualifications in the hierarchy of medical and nursing 

Services. 
A status pattern is an inherent part of social organization in all 
countries and in all kinds of societies, but it has different aspects in 
different cultures. The international nurse, familiar with the status 
pattern of her home country, may be apt at first to interpret what she 
sees in the terms with which she is familiar. Later she may recognize 
that the status grading is of a different kind from that to which she has 
been accustomed. In any case, she probably sees the question of status, 
in the nursing service in particular, from the sole angle of how it is going 
to work out in the job to which she has been assigned. She may be 
impatient when status seems to preclude people from doing work 
she would think normally a part of their job, and in this instance, as 
in many other related ones, she would probably be helped by a wider 
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and more intensive grasp of the total cultural picture of the people of 
the country. 

Another problem the nurse faces is the relation of work to reward, in 
most cases to the actual salary or pay received. It may be that the salary 
paid for the posts held by national nurses will be regarded as conferring 
status in itself, a status that will preclude them from doing certain kinds 
of work. This resistance to doing certain types of work may also be due 
to the inadequate professional salaries paid in some countries, so that 
local nurses appear unwilling to undertake extra jobs for which they are 
not paid or to extend the scope of their job. The whole question of what 
the national nurses are prepared to do, in bedside nursing, for example, 
is a very perplexing one for many international nurses. There again the 
question of status may come in, because the professional nurse will 
never undertake work that is regarded as within the sphere of the auxiliary 
nurse. Moreover, where the level of living is very low and there is a 
shortage of work that brings in even a small money income, the need of 
the manual workers in hospitals or health services for some kind of a 
livelihood may be one of the determining reasons why the more highly 
qualified people will not undertake such work. This however is a very 
intricate problem, which involves the whole question of work and 
status and may result in frustration for the international nurse. She 
wants to improve nursing services, and the resistances she meets over 
these questions seem to thwart her in just those plans she thinks are 
important for the object she has in view. 

On the whole, local personnel show a greater preference for work in 
hospitals and clinics than for domiciliary or public health work, and for 
work in urban, rather than in rural, areas. There is a widespread 
dislike, particularly among the well qualified, for working in rural 
areas. Some of these preferences and dislikes are determined partly 
by the traditional culture of the people. Some are related to status. 
Others are related to problems of personal security; living in a group 
in a hospital may give a sense of security that working and living in 
rural conditions in more or less isolation does not. This preference for 
hospital work is also connected with the sharing of responsibility with 
a group of people working in relation to a chief, as opposed to the 
bearing of responsibility more or less alone. 

Other limitations on work depend on the restricted freedom of women 
in some cultures. In Moslem cultures that insist on the seclusion of 
women, particularly of women in the towns belonging to certain families, 
they are not allowed to go out alone or to undertake public work unless 
protected and supervised. On the other hand, public health nursing 
in certain countries is growing in popularity. It is important to know 
how this has come about, and also if and why the public health nurse has 
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a higher status than the nurse in a institution. Such a change in people’s 
thinking and in their attitude towards nurses in different types of work 
is a very important indication of culture change. 

It is fairly widely recognized that a major cultural change has already 
taken place, or is taking place, in the attitude towards looking after sick 
people. Such care is being gradually transferred from the family circle 
to the community in general, though reports indicate that there is still a 
considerable lack of sympathy for sick people who are not related in any 
way to the nurse or the auxiliary. It is worth remembering the transition 
period in Europe from the Middle Ages up to the nineteenth century, 
when the Church was responsible for the care of the sick and there were 
no public services other than those of the religious bodies. Since this 
is a problem very much to the fore in certain kinds of training in inter- 
national nursing programmes, the question arises how the international 
nurse can illustrate for those people she is training this problem of the 
transfer of obligations. 

Knowledge of international nursing history might provide the nurse 
with comparable situations at different historical periods, and with a 
picture of the gradual progress made in countries now called advanced as 
far as nursing services are concerned. It may help the international 
nurse herself to deal with some lenience and a great deal of patience with 
the situation confronting her. It may help her trainees to see similarities 
between their situation and situations that have already occurred in other 
countries. Here again, however, the existing cultural pattern of the 
country, even in advanced circles, may set limits to a change of attitude, 
not only in the trainee but also in the nurses already in service. 


Problems of nurse-patient relationships in cross-cultural contexts 


The third aspect of all training schemes is concerned with the commu- 
nity that will benefit from improved nursing services. Such communities 
are by no means only to be found in countries where technical aid pro- 
grammes are in operation. Instances of patient reactions to hospital 
routine, of doctor-patient relationships, and of nurse-patient relationships 
are being studied here and there by different groups of social scientists, 
and these studies are revealing what a large part is played by the patient 
in his own cure. The international nurse who feels that her work is 
mainly to provide greater benefits for the community finds herself at a 
greater disadvantage than in that part of her work which is concerned 
with the training of nationals. She has somehow to reach the patients 
in spite of the obstacles of language and culture. She learns early in 
this cross-cultural context that the attitude of individual patients in the 
hospital is different from when they are being treated through some 
clinic or domiciliary service in their own communities. Individual 
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patients entering a hospital become part of a modern community 
in which the services, the treatment, and the relationships with those 
who are looking after them are something to which they have no parallel 
in their traditional culture. Patients being treated in their own homes, 
or through clinics and health centres, remain part of their own commu- 
nity, and such treatment as they are given, especially if it is to be carried 
out at home, is carried out within the limitations of their own culture. 

Reports show that there is certainly a sharp contrast, and quite often 
conflict, between hospital routine and treatment and the traditional 
home treatment, whether given by the family or by the public health 
nurse occasionally visiting the home. A number of instances indicate 
the importance, for example, of auspicious or inauspicious numbers of 
rooms in hospitals; of darkness being considered necessary for complete 
cure; of the kinds of food suitable for people suffering from certain kinds 
of complaints; of the disposal of the placenta and of the preservation of 
the cord for ritual purposes. These customs are part of the traditional 
way of treating certain kinds of illness, of dealing with such normal 
processes as childbirth, and of the after-care of mothers. 

On the whole it appears that hospital rules in the end win out over 
the predilections or preferences of the patients. That does not mean 
that within the hospital no attention is paid to very deep-rooted cultural 
traditions, as for example, in the question of auspicious room numbers. 
Recent studies by social scientists have been made of cross-cultural 
situations in hospitals, where concessions to the patient’s attitudes and 
cultural background have assisted in his adjustment to hospital life and 
consequently in his eventual cure and the success of the treatment. 
Studies like these do not appear to be familiar to nurses, and it might be a 
useful service to international nursing to make them more widely available. 

While the nurse-patient relationship in hospital is the most familiar 
and the best known, domiciliary service is the sphere in which traditional 
attitudes and beliefs are most clearly seen, especially in midwifery. 
The international nurse may give advice in the clinic that seems to her 
correct for a particular patient, but when she goes to the patient’s home 
she realizes that it cannot be followed. She is therefore in a dilemma, 
and has to work out some kind of compromise between the advice that 
professionally she wants to give, and the advice she must give if there 
is to be a possibility of the patient following it in his own home. 

It is however the nurse working in rural areas who comes most into 
contact with cultural attitudes and cultural traditions. It is here that 
she begins to collect “‘customs’’ and make her own judgements about 
what she describes as “good’’ or “‘bad’’ practices. For example, she 
will list under good practices the hanging of neem leaves in the house 
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dung on the cord. In observing such practices she is getting closer 
to certain aspects of the people’s culture, which are reflected in the 
treatment of sick people and in the general attitude towards health 
and disease. Where she is only able to make a collection of these 
customs, or to label them good or bad, she does not penetrate far into 
the attitudes of the people, and for that reason perhaps is not able to 
forecast the kinds of change that might take place. 

The public health nurse in rural areas not only sees the people 
themselves helping their sick, but she sees what might be called the local 
traditional practitioners at work. These may be the local midwife, 
totally untrained in the modern sense, nevertheless sustaining the woman 
during her labour by her prayers as well as by the rather crude practices 
in which she engages; or the herbal doctor, mixing herbal drinks that 
appear to give some kind of stimulus or relaxation, or to have some other 
therapeutic value. If she has time the nurse can study what these people 
actually do and how the patients regard them, and she may then be able 
to judge whether psychologically they are an important element in the 
patient’s cure, and whether depriving the patient of this element does not 
hinder the treatment which the nurse herself is anxious to carry out. 

An important question which the international nurse has to put 
to herself is whether there are inherent differences in training national 
nurses and auxiliaries for hospital work and for work in rural commu- 
nities, because of some of the points just raised. The answer is that there 
are; and that these differences lie in the nurse-patient relationship, in em- 
phasis on treatment, and in the attitude towards the patient. In hospital, 
both the treatment of the patient and the general administration of the 
hospital require conformity to authority and to the general pattern of 
administration. In the community, where advice is given in a clinic 
and the patient goes home taking the pills or vitamins, the way in which 
treatment is carried through is largely influenced by the community to 
which he belongs, and the family of which he forms a part, and is 
dependent on the patterns of authority exercised by the senior members 
of the family and the extent to which that authority is respected. 

The international nurse has to solve not one problem but a series 
of problems when she is trying to adjust her previous attitudes about 
public health work to new conditions. In a strange culture she is face 
to face with new problems of community behaviour and new community 
attitudes towards health and disease. At the same time she is under 
obligation to assist these people by all the means at her command, and 
gradually to educate them in new ideas about health and the treatment 
of disease. She wants to understand, as far as she possibly can, the basis 
of the attitudes, ideas and practices of the community. She may have 
little time for systematic study herself, and she cannot always rely on 
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either her counterparts, or her colleagues, or the trainees for accurate 
and informed knowledge of the “folkways’’ of the people. She may 
be aware too that in the long run, when the aid programme has been 
completed, the local personnel may be less anxious than she is to see 
modern practices adopted, and many or some of the former practices will 
persist partly because they are so deeply rooted in cultural values and 
beliefs. The attitude of the nursing staff to the local communities may 
be that this is just what rural uneducated people do, and they will leave 
it at that. 

The international nurse, who has arrived at this point in her grasp 
of the cultural problems she has to face, will be looking, in her training 
of local nurses, for some means of conveying to them the importance of 
these cultural concepts, of arousing their sympathy and of stimulating 
a deeper knowledge of the role of cultural attitudes about health and 
disease in the life of the community. She will find that she perhaps can 
work out with the trainees, or at least with some of her national colleagues, 
how to enlist the community itself in the study of these practices in so 
far as they affect health and the treatment of disease. She will be 
continually looking for ways in which she can instil respect among the 
professional, auxiliary and trainee personnel for these “‘folkways’’, which 
have persisted since long before the introduction of modern systems of 
medicine. In so doing, she will be illustrating that fundamental maxim 
in all health education, as indeed in all education, that it is essential to 
begin where the people are and not thrust new ideas upon them irre- 
spective of the beliefs and practices to which they have been accustomed 
for so long. 

It seems that the international nurse, in her work with her local 
colleagues and particularly with the trainees, will have to find out how 
to use some kind of a scheme for the study of the total culture and its 
impact on attitudes towards health and disease, and incorporate it into 
the training course. Two major problems emerge here. The first is 
that the nurse herself has to be convinced that such a scheme is of impor- 
tance for her, and still more so perhaps to the people she is working with 
and training. The second is the method she has to devise to collect these 
data, if there is not one already in existence. Nurses reporting their 
experiences have found much of the existing cultural material on the 
country in which they were going to work irrelevant, whether they 
studied it from books and other sources at home before departure, or 
tried to read about it on arrival. The desire was expressed that such 
reading should be relevant to their own particular field of work and 
emphasize the details of daily living rather than provide the usual anthro- 
pological presentation of material under kinship, ritual, etc. Some 
kind of total picture of the culture is required, however, and the table 
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SCHEME TO HELP NURSES COLLECT DATA ON THE TOTAL 
CULTURE WHICH WILL RELATE TO HEALTH PROBLEMS 


Types of family Status patterns | Main economic | Religious ideas | Value 
structure in social life | activities | and observances | systems 
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herewith presents a general scheme for collecting data on culture in its 
relation to health problems. 

A comprehensive view of the culture in which the nurse is working 
is essential both for her understanding of the task to which she is assigned 
and for the training of the national personnel which is so large a part of 
that task. The scheme is based upon the analysis by social anthropo- 
logists and sociologists of problems in the field of maternal and child 
care, nutrition, health education, the training of medical and 
auxiliary personnel, etc. The scheme, like most schemes, probably 
needs further explanation before it can be of the fullest possible 
use. It needs, perhaps most of all, demonstration as a study and a 
teaching technique, with a group of nurses concerned with training in 
cross-cultural contexts. 

Although the scheme and most of this article are designed to help 
international nurses in technical aid programmes, they could be applied 
by national personnel in any country. The ultimate aim of all health 
programmes is to secure the co-operation of the community in improving 
its general health. In order to do this adequately, medical personnel 
of all kinds need further understanding of the attitudes and practices 
of the communities whom they serve. 
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In addition to the Public Health Papers, the World 


Health Organization issues other publications of § 


general interest to public health workers. 


; 


@ Reports by international groups of experts on | 
a variety of health subjects appear in the World | 


Health Organization Technical Report Series. 


@ Definitive treatises on health subjects are 
published in the World Health Organization Mono- 
graph Series. Normally, these monographs are 
examined before publication by experts from several 
countries to ensure that as far as possible they are 
internationally acceptable. 


@ Accounts of health activities carried out by 
WHO or with its assistance appear monthly in the 
WFQ. Chronicle. This periodical also includes sum- 
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